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CERVICAL SMEARS IN THE DETECTION OF PRECLINICAL 
CARCINOMA 


DAVID C. DAHLIN, M.D., ELIZABETH MUSSEY, M.D., and 
MALCOLM B. DOCKERTY, M.D. 


Rochester, Minnesota 


HE PURPOSE of this presentation is to em- 

phasize certain lines of endeavor in the diag- 
nosis of carcinoma of the uterine cervix—a type 
of carcinoma which ranks second only to carci- 
noma of the breast as a cause of death from 
malignant disease among females. The serious- 
ness and the insidiousness of the condition were 
recognized a century and a half ago when Baillie 
wrote, “This disease (ulcer of the cervix) is cer- 
tainly as formidable as cancer because it termi- 
nates fatally, but its progress is different from 
that of cancer in any other part of the body. 
There is no enlargement of the uterus, and ulcer- 
ation continues until the greater part of the uter- 
us is destroyed. . . .” 

Surgical attacks on the disease, as typified by 
operations such as Wertheim hysterectomy, gave 
promising results chiefly in treatment of early 
lesions, which unfortunately comprised the minor- 
ity; the advent of treatment with radium and 
roentgen rays provided substantially additional 
salvage; in the hands of a few experienced in- 
vestigators “combined” techniques, in which sur- 
gery and irradiation were used, received merited 
acclaim. Yet, by the late nineteen thirties, car- 
cinoma of the cervix still claimed the lives of 
60 per cent of its victims and it was obvious that 
some other avenue of approach to the problem 
was necessary to improve the over-all picture. 
Such an approach was afforded by applying to 
cervical carcinoma two novel concepts regard- 
ing its very earliest recognizable stages—stages 
often devoid of clinical symptoms, 


—. 


From the Division of Surgical Pathology -and Sections 
of Obstetrics and Gynecology, Mayo Clinic. 
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Nearly thirty years ago, and despite bitter crit- 
icism by many contemporary pathologists, Mac- 
Carty stressed the significance, in the diagnosis 
of malignancy, of cytologic features rather than 
histologic structure as disclosed under low power 
magnification. He decried procrastination until 
spread had made the diagnosis obvious and the 
outcome hopeless. In 1932, Broders described, 
and gave the name to, carcinoma in situ of the 
cervix, breast, skin, colon and larynx. He stated, 
“the microscopist must take into consideration 
the character of the epithelial cells above every- 
thing else” in diagnosing malignancy. 

Carcinoma in situ is a cytologically malignant 
lesion that has not broken through the normal 
barrier that separates epithelium from underly- 
ing stroma. In the cervix this early change may, 
and often does, involve by a process of creeping 
replacement, so to speak, the mucous glands in 
the area of the external os. Such involvement 
of glands does not imply invasion with the re- 
sultant possibility of metastasis but it often con- 
stitutes a problem of interpretation since prac- 
tically all carcinomas of the cervix begin in the 
squamous epithelium at the squamocolumnar 
junctional zone. 

The second important concept, developed by 
Papanicolaou, embodied the principle that car- 
cinoma, growing on a free surface such as that 
of the cervix, exfoliated certain of its cellular 
elements which could be identified as such by 
cytologic studies of secretions, smears and scrap- 
ings from the part. He demonstrated clearly 
that the material thus shed from the surfaces of 
cervical carcinomas in situ was just as diagnostic 
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as that derived from advanced growths, and it 
was oftentimes easier of interpretation. Carci- 
nomas in situ, discovered by this cytologic smear 
technique, were attended by a rate of cure ap- 
proaching 100 per cent. The present study was 
conducted in an effort to evaluate our own ex- 
perience in employing cervical smears as the prin- 
cipal means of detecting early carcinoma of the 
cervix. 


Material 


The Sections of Obstetrics and Gynecology at 
the Mayo Clinic in co-operation with that part 
of the Division of Surgical Pathology which is 
situated at St. Mary’s Hospital, began to eval- 
uate the cervical smear in 1948. Since August 
1, 1950, in the Sections of Obstetrics and Gyne- 
cology at the clinic, smears have been obtained 
almost routinely on new and referred patients, 
with the exception of new obstetrical patients and 
women less than thirty years of age whose cer- 
vices apparently were normal. As a result, more 
than 10,000 smears, one from each patient, have 
been examined by means of the newer cytologic 
techniques. We have reviewed the records of nine- 
ty-two of the first 10,000 patients screened in 
this manner. These were subsequently proved 
to have carcinoma of the cervix, although their 
cervices did not initially exhibit lesions which 
were believed by the examining physician to be 
carcinomas. 


Clinical Data 


The ages of the patients in this group of nine- 
ty-two ranged from twenty-five to seventy-six 
years and were distributed by five-year intervals 


in Table I. It is apparent that the spread of 
patients is fairly even between the ages of thirty- 
five and fifty-five years and that there is a 
smaller but clearly important group less than 
thirty-five years of age. 

The average age of seventy-three patients 
whose cervical carcinomas proved to be in situ 
was 42.1 years, with a range of twenty-five to 
sixty-nine years. In the small series of eleven 
patients with early invasive carcinoma, the 
average age was 47.8 years with a range of 
thirty-four to seventy-six years. These figures 
are essentially in agreement with those quoted by 
Jones, Galvin and TeLinde, who collected from 
the literature average ages of 37.1, 36.6 and 38 
years for carcinoma in situ and who cited forty- 
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TABLE I. 
MALIGNANT CELLS IN SMEARS OF UTERINE CERVIX 
92 Patients 
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25-29 9 
11 


























65-69 





over 70 








eight years as the average age of patients with 
invasive carcinoma. The stage of the lesions of 
the remaining eight patients was undetermined 
for reasons to be pointed out. 

Of the ninety-two patients, eighty-one were 
married, four were widowed, six were divorced, 
and only one was single. Twelve of the patients 
had never been pregnant, four had had one or 
more pregnancies that had resulted in abortion, 
while the remaining seventy-six had had at least 
one full-term pregnancy. 

The complaints with which these patients 
sought medical advice were varied. In the 
majority of cases, there was no relation between 
the predominant symptom and the cervical 
carcinoma which ultimately was discovered. Thus, 
only seventeen patients presented themselves 
primarily because of gynecologic problems, while 
sixty-three patients made complaints which were 
not gynecologic in nature and twelve other in- 
dividuals requested general examination but made 
no specific initial complaint. Most of the last 
group were in Rochester only to accompany a 
friend or relative. 

An attempt was made to determine how many 
of the ninety-two patients had symptoms of a 
gynecologic nature which might have provided a 
clue to the presence of a malignant lesion of the 
cervix. Forty-eight patients had no recorded 
symptoms of gynecologic disease. Thirteen 
patients complained of gynecologic conditions, 
such as infertility, which were considered 
irrelevant to this study. From the remaining 
thirty-one patients were elicited histories of ab- 
normal discharge or bleeding. This symptom did 
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not appear to be the result of the cervical 
carcinomas of fifteen of these thirty-one patients 
but the unusual bleeding or discharge of the other 
sixteen patients at least suggested the presence 
of a neoplasm of the genital tract. Ten of the 
ninety-two patients previously had undergone 
subtotal hysterectomy. In the histories of eight 
patients was recorded the fact that the cervix 
previously had been subjected to cauterization. In 
three of these eight cases this procedure had been 
carried out at the Mayo Clinic and in five cases 
it had been performed elsewhere. 

The cervices of nineteen patients of the ninety- 
two were said, on inspection, to be normal. These 
patients included all post-menopausal women 
whose cervices were merely described as “senile.” 
Vaginal stenosis prevented inspection of the 
cervices of two patients at the time when the 
smear was obtained. The cervical lesions of 
twenty-four patients were said to be minimal and 
did not appear significant. The cervices of 
thirty-six patients exhibited lesions which ap- 
peared to be clinically significant enough to merit 
the designation “angry,” “friable,” “denuded,” 
“rough,” “granular” or “reddened,” and for 


which treatment by cauterization was recom- 


mended or carried out. In only eleven instances 
did the description of the cervix suggest that a 
suspicion of malignancy had been aroused in the 
mind of the examiner. 

Although the relationship between leukoplakia 
of the lip or of the vulva and the subsequent 
appearance of squamous cell epithelioma has long 
been accepted, it has not been universally recog- 
nized that leukoplakia of the cervix may be a 
precarcinomatous lesion. In this series of cases 
leukoplakia was noted four times by the clinician 
only. In one case leukoplakia was a pathologic 
diagnosis only and in three additional cases the 
presence of leukoplakia was noted by both the 
clinician and the pathologist. Thus, in eight of 
ninety-two cases, or more than 8 per cent, leuko- 
plakia was associated with invasive or pre- 
invasive carcinoma of the cervix. 

In a further attempt to learn the value of the 
smear method in finding unsuspected cervical 
carcinoma, the patients were divided into groups 
in accordance with the indications for biopsy. It 
was found that, in forty-nine cases, the appear- 
ance of the cervix alone justified the securing of 
a specimen for biopsy. In one case biopsy was 
taken solely because of the patient’s fear of 
Aprit, 1952 


carcinoma and her request that it be ruled out. 
In thirty-eight cases a smear only was taken at 
the time of the first examination, the specimen 
for biopsy being secured later as a result of the 
positive report on the smear. In one case biopsy 
was not performed, and in three others the pro- 
cedure was carried out in the patient’s home city. 

An attempt was made to determine the final 
stage of extension of each lesion which was 
detected as a result of smear or biopsy. Seventy- 
three patients were classified as having squamous 
cell epithelioma of the cervix Stage 0;* that is, 
carcinoma in situ. The carcinomas of eight 
patients were of Stage 1. However, at least four 
of the eight lesions were placed in this category 
after conization of the cervical canal or other pro- 
cedures had disclosed what the surgical patholo- 
gist termed “early” or “very early” infiltration. 
In one instance of the eight, a diagnosis of 
epidermoid carcinoma, Grade 3, with minimal 
infiltration, was made on a specimen taken for 
biopsy in the office. At subsequent hysterectomy 
in this case, only carcinoma in situ was found. 
In three cases the stage was listed ‘as two but 
in none of these cases was it possible to secure 
pathologic verification of extension such as is 
designated by this stage, because the patients were 
treated with irradiation. One patient had a con- 
cealed adenocarcinoma of the cervix and endo- 
cervix. In seven cases biopsy either was not 
carried out or final biopsy was done elsewhere 
and the anatomic extent of the lesion could not 
be determined with accuracy. It is difficult to 
believe that a carcinoma of the cervix, Stage 2, 
could be unrecognized or unsuspected at the time 
that the initial examination was made, but in at 
least one of the three cases in which the lesions 
were listed as being of Stage 2, a correct diag- 
nosis appears to have been made only because a 
smear was taken. 


Although a consideration of treatment does not 
properly belong in a presentation dealing only 
with the cervical smear as a diagnostic technique, 
nonetheless it might be of interest to point out 
briefly the final disposition of the ninety-two 
patients included in this series. Of the seventy- 
three patients whose lesions were proved to be of 
Stage 0, forty were subjected to vaginal hysterec- 
tomy, fourteen to total abdominal hysterectomy, 
one to radical hysterectomy, eight to excision of 


*Added to International Classification of Cervical 
Cancer. 
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TABLE II. 
INITIAL SMEAR IN EARLY CERVICAL CARCINOMA 
92 Cases 
Group 
Number eee: Significance asia 
; ~ ee malignant 7 - 59 
4 = probably malignant =| 
3 3 suspicious wee a 2 
2 probably benign 1 
- 1 negative ——— Serene cae . oe 








the cervical stump, four to insertion of radium 
and one to radium therapy followed by surgical 
operation. Five patients who received a pro- 
visional diagnosis of carcinoma “probably” in 
situ were untreated here for various reasons. Of 
these, one was known to have undergone pan- 
hysterectomy elsewhere. Of the eight patients 
whose lesions were of Stage 1, four underwent 
operation only, three received irradiation only 
and one was treated with irradiation and surgical 
operation. All three of the patients whose 
carcinomas were of Stage 2, received irradiation, 
and the one patient with adenocarcinoma of the 
cervix and endocervix was treated by total ab- 
dominal hysterectomy. Of the seven remaining 
patients, the final stage of whose carcinomas was 
unknown, five treated by their home 
physicians and two received no treatment of 
which we have a record, 

An effort was made to ascertain whether pre- 
operative biopsy or cauterization destroyed any 
of the lesions and we centered attention on sixty- 
four patients whose carcinomas in situ were 
treated surgically at the clinic. Data suitable for 
this type of analysis were furnished by fifty-three 
records, Complete study of the cervices of these 
fifty-three patients revealed residual carcinoma in 
situ in thirty-eight instances only. Fourteen of 
these thirty-eight had undergone cauterization 
following biopsy in the office. Of the group of 
fifty-three patients, there were fifteen who ex- 
hibited no residual carcinoma at the time of 
surgical exploration; of these, seven had under- 
gone biopsy only and eight, biopsy followed by 
cauterization. It is apparent, therefore, that both 
cauterization and simple biopsy of the uterine 
cervix can eradicate completely a carcinoma in 
situ but the proof of total destruction of the lesion 
can be obtained only at the time of examination 
in the laboratory of the completely excised 
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cervical epithelium, whether obtained by cervical 
amputation, conization or hysterectomy. 

In a few cases, either the initial smear or the 
biopsy failed to reveal the carcinoma which later 
was found to be present. In two cases, the 
result of the initial smear was negative while the 
biopsy revealed, in each instance, squamous cell 
epithelioma in situ. In one case, a negative smear 
was obtained but, on the following day smear 
and biopsy each gave a positive result. In three 
cases, the initial smear gave a positive result but 
the biopsy was not confirmatory. In one of these 
three cases, two smears were classified as of 
Group 3 and Group 4 (Table II) respectively. 
On biopsy, chronic cervicitis was reported. Com- 
plete search of the excised cervical stump yielded 
a minute squamous cell epithelioma, Grade 2, in 
situ. In the second case of the three, biopsy was 
interpreted as giving evidence of chronic cervi- 
citis with leukoplakia and “borderline” neoplastic 
changes. Accordingly, another smear and a 
second specimen were obtained. In the former 
suspicious cells were seen but the tissue was the 
site of chronic cervicitis only. However, at 
vaginal hysterectomy a definite diagnosis of 
squamous cell epithelioma in situ was established. 
Concerning the third patient of the three, the 
smear disclosed the presence of malignant cells 
and the report of biopsy was “inflammatory 
tissue.” One month later biopsy of the cervix 
and dilatation and curettage were performed 
elsewhere, but carcinoma was not found. Again, 
one year later, postmenopausal bleeding developed. 
Two months after the onset of bleeding, and 
approximately fifteen months after the positive 
smear had been obtained, biopsy yielded a speci- 
men which was found to contain squamous cell 
epithelioma, Grade 3. 


Pathologic Features 


Detailed discussion of the cytologic features of 
cervical smears for diagnosis of malignancy lies 
beyond the scope of this presentation. Suffice 
it to say that the critical criteria of large nuclear 
size, heavy nuclear membranes, irregular nuclear 
outline, hyperchromatism and so forth are matters 
of general acceptance.*® Figures 1 through 4 
may be regarded as typical end points of a range 
of cellular alterations correlating cytologic with 
histologic interpretation. In the study of smears 
the line which separates hyperplasia from 
malignant neoplasia is not as sharp as its histo- 
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vical logic counterpart. Accordingly we have, like 1951, we requested additional studies on fifteen 
others, found it advisable to retain five classifica- patients because of false “suspicious” reports. 

the tions (Table II) in reporting results of our Subsequent smears or biopsies, either or both, 

later analysis. With experience, the proportion of decided the issue. In two additional cases so- 
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os of Fig. 1. Normal adult squamous cells from the cervix. Note the small 
Bes nuclei and voluminous cytoplasm (Papanicolaou stain X 200). 


iffice Fig. 2. Normal squamous epithelium of the cervix with progressive 
maturation toward the surface (polychrome methylene blue stain of fresh 
clear frozen section X 145). 


clear 


itters equivocal interpretations has been materially called false positive smears appeared not to have 


ch 4 
ange 
with 
nears 
from 
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reduced but the number of carcinomas detected a basis in carcinoma. In the last three months 
by repeating smears and performing biopsy in of the period there were only three false 
the cases concerned in this report has promoted suspicious smears and no false positives. Of 
pathologic humility and discouraged dogmatism. the three false negative interpretations in. the 

Of 5,500 cases studied by the method just entire series, one should have been considered 
mentioned between January 1 and September 6, unsatisfactory owing to an excess of pus in the 
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‘smear. In the others, one or two malignant fifty-two potentially curable carcinomas. Repre- of th 
cells had escaped detection on the original senting, for the most part, invisible and non- ones 
analysis. symptomatic growths, the group comprised cells 


While the fruitless biopsies made necessary perhaps 30 per cent of all cervical malignancies - tien 
from 
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Fig. 3. A cluster of malignant and two benign cells. Note the nuclear vane 


pleomorphism, hyperchromatism and anisocytosis (hematoxylin and them 
eosin X 475). 











certa: 
Fig. 4. The squamous cell carcinoma im situ, Grade 3, from which the scrap 
malignant cells in Figure 3 were shed (hematoxylin and eosin X235). junct 
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by the aforementioned “blunders” must be encountered at the clinic over the same span of 
accepted as evidence that smears represent a time. Differences in the outcome in the two 
less efficient method than was hoped for, still groups, carcinomas in situ and_ infiltrating 
results have been most encouraging. During the carcinomas have been previously emphasized. 

same period in 1951 that has been mentioned, In the detection of carcinoma of the uterine 
study of cervical smears was responsible for, or fundus, smears have not proved efficacious in 
aided materially in, the diagnosis of no less than our experience. One cannot reach the surface 
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of the growth to secure material and cervical 
stenosis often prevents escape of the malignant 
cells into the vaginal pool of secretions. More- 
over, the cells observed following exfoliation 
from fundal growths are so well differentiated, 
and so unlike those of cervical carcinoma, that 
the interpretation may be erroneous. In addition 
to this, the relative rarity of the lesion (fundal 
carcinomas are one fifth as common as cervical 
carcinomas), its early production of bleeding, its 
accessibility to the curet and its comparative 
curability, were factors which have influenced us 
to concentrate our efforts in the detection of 
early carcinoma of the cervix. 

For those interested in planning a “screening” 
program for detection of carcinoma based on 
cytology of smears, certain other of our observa- 
tions might be useful. 

We do not intend that the smear should re- 
place the biopsy. If the patient has an obvious 
carcinoma of the cervix, routine diagnostic 
biopsy is the proper procedure. Under these 
circumstances the smear serves no useful pur- 
pose except as a means to acquire experience 
in the reading of “positives.” Biopsy always 
should be employed likewise to verify all positive 
and equivocal smears before any definitive treat- 
ment is undertaken. It is imperative that, during 
the procedure of “verification,” except when 
the specimen of tissue includes a completely 
conized cervical canal plus the squamocolumnar 
junction, the postbiopsy cautery be applied with 
utmost reluctance. All too often the bona fide 
evidence of carcinoma of the cervix in situ has 
ascended in the smoke of such burnt offerings. 
This practice, like performance of dilatation and 
curettage prior to cervical biopsy in certain of 
our problem cases, has done injustice to the 
smear program. 

Our technique in the taking of material for 
smears, and in the preparation and analysis of 
them, is similar to that followed by others, with 
certain minor modifications. Smears secured by 
scraping or wiping the squamocolumnar 
junctional area of the cervix seemed to give a 
higher concentration of cells than did swabbings 
from the lower vaginal pool. 

In the earlier phases of our work, two or 
more smears were obtained in each case and 
smears were taken from many overt carcinomas, 
chiefly that we might gain experience. The 
limiting factor in the number of cases that can 
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be screened is the time required for the 
necessarily thorough scanning of the slides. 
Hoping to learn that a single slide per case 
would be adequate, we reviewed the material 
from our first 100 positives. Malignant cells 
were present on each and all of the slides. Our 
current practice is to prepare one such slide of 
material obtained from each patient. 

We adopted the standard hematoxylin 
(Harris) and eosin stain after a preliminary 
trial of the Papanicolaou technique. We believe 
that for the detection of malignant cells, hema- 
toxylin and eosin is at least as good as the other. 
more complex stain. The former has the added 
advantage of familiarity. Ninety-five per cent 
alcohol has proved to be an excellent fixative 
for the smears and it has reduced the fire hazard 
associated with the ether-alcohol mixture 
formerly employed. 

It is impracticable for the pathologist to 
attempt the screening of a large number of 
cervical smears without the assistance of trained 
technicians. The troublesome and _ positive 
smears, as well as the biopsy material, must be 
analyzed by a competent pathologist. However, 
a well-trained technician is capable of handling 
the negative smears from a series of 5,000 
women annually. 


Discussion 


Granted that the techniques we employed are 
highly valuable for the detection of carcinoma 
of the cervix in situ, one might now well inquire 
whether, and following what interval of time, 
these cytologic changes are succeeded by the 
development of clinical carcinoma in the organ. 
Jones, Galvin and TeLinde recently have 
summarized the available literature on this im- 
portant issue. They found documentary evidence 
concerning 40 patients whose cervical carcinomas 
in situ had, under observation or by accident, 
been allowed to progress, and which eventually 
did progress into manifestly invasive lesions. 

An average difference in age of approxi- 
mately ten years between patients who exhibit 
carcinoma in situ and overt carcinoma of the 
cervix indicates that the lesion remains intra- 
epithelial during this interval. The seven cases 
reviewed by Jones, Galvin and TeLinde support 
such a concept; these patients had carcinoma 
that remained in situ for periods ranging from 
one and a half to eight years. Galvin and co- 


311 





CERVICAL SMEARS IN PRECLINICAL CARCINOMA—DAHLIN ET AL 


workers are reported by Jones, Galvin and 
TeLinde ‘to have reviewed material obtained long 
before at biopsy performed on thirteen patients 
who subsequently had clinical carcinoma of the 
cervix. In eleven instances the changes currently 
recognized as carcinoma in situ were found on 
review of the tissue originally removed. One 
exhibited basal cell hyperactivity. and, in the 
remaining case, the specimen had been denuded 
of epithelium. Our own series provided cir- 
cumstantial evidence that carcinoma in situ and 
invasive carcinoma of the cervix are one and 
the same process. Only one of our ninety-two 
patients had not been married. The rarity of 
invasive cervical carcinoma among unmarried 
women is well known. 

There are, on the other hand, nine examples 
recorded in the literature wherein carcinoma in 
situ apparently has reverted to normal. In none 
is the possibility excluded that the biopsy, 
especially if followed by cauterization for hemo- 
stasis, did not destroy all of the original lesion. 

Clinically applied, present-day importance of 
cervical smears can be illustrated by citing the 
experience of our Sections of Obstetrics and 


Gynecology during the first eight months of 


1951. Excluding obstetrical patients, 7,960 new 
patients were examined and, of these, cervical 
smears were made of 5,459. The latter number 
of cases compose part of the series of 10,000 
with which this paper is concerned. Fifty-two, 
or approximately 1 per cent, of the 5,459 patients 
proved to be shedding malignant cells from 
clinically undetected carcinoma of the cervix. 
Smears from only two patients, or approxi- 
mately one in 2,700, were false negatives which 
might have led to the patient’s dismissal had not 
detection of early carcinoma been made by other 
means. 

It might be argued that simultaneous biopsy 
“made” the diagnosis of carcinoma in forty- 
three of the ninety-two patients studied and that 
the smear in these instances was merely a time- 
consuming diagnostic frill. Yet in three of these 
cases the first biopsy proved “negative” for 
carcinoma, Moreover, in thirty-two instances, 
biopsy was made, not simultaneously, only be- 
cause the smear was positive. Furthermore, 


nineteen cervices which were described as 
“clean” or “normal” or “senile” presented no 
indication for biopsy prior to receipt by the 
clinician of the positive findings from the smear, 
For these reasons we are forced to conclude that 
a single smear is more efficacious than random 


biopsy in detecting early carcinoma of the cervix, 
Summary and Conclusions 


An effort has been made to delineate the 
clinical features which might assist in the 
selection of patients on whom cervical smears 
should be performed. It is apparent, as the 
data are reviewed, that patients who give positive 
smears are not clearly distinguishable, by 
symptoms or by physical signs, from the average 
“normal” controls. Pre-invasive and occasion- 
ally invasive carcinoma of the cervix may be 
asymptomatic or clinically undetectable, either 
or both. The cervical smear is positive for 
malignant cells in the presence of an impressively 
high percentage of these silent and _ invisable 
lesions. Finally, since invisibility is by no means 
a short-term characteristic of cervical carcinoma, 
the periodic “smear screening” of apparently 
normal women at annual, or perhaps at biannual, 
intervals becomes a very important aspect of 
preventive medicine. 
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ARE GRIEVANCE COMMITTEES SERVING THEIR PURPOSE? 


ROBERT E. FITZGERALD, M.D. 


Milwaukee, Wisconsin 


T SEEMS to me that the reasons for establish- 

ing and maintaining a grievance committee are 
three in number. First, in compliance with our 
Hippocratic oath and with our code of ethics as 
expressed by the American Medical Association, 
we are bound to make every effort to keep the 
practice of medicine on the highest possible level. 
Second, anything we may do in the way of 
policing our own organization will combat the ad- 
verse criticism that has flourished under the New 
Deal and the proposed Welfare State. Third, a 
concerted effort to mediate with the public, when- 
ever real or alleged grievances are brought to our 
attention, constitutes the best type of public re- 
lations. It was recommended by the House of 
Delegates, in December of 1949, that committees 
be set up to hear, consider, and mediate genuine 
or fancied grievances, and thirty-four state 
medical organizations had set up such com- 
mittees by September, 1950. These state com- 
mittees may vary in the number of members, in 
the tenure of office, in the method of selection of 
members of the committee, but basically they are 
all striving for the same goal, namely to demon- 
strate to.the public that, despite adverse publicity 
disseminated by the proponents of socialized 
medicine, the medical profession itself has a 
sincere desire to bring the best service to the 
greatest number of people. Since in many states 
the committees are young, they are sailing un- 
charted seas and each state must deal in its own 
way with any problems which are peculiarly its 
own; but all the committees are trying to demon- 
strate the awareness of the physician to his 
responsibility to his patient. 

A Committee on Grievances, such as we have 


in Wisconsin, has, in my opinion, certain very 
definite responsibilities first of which is the 
responsibility to the public to supply it with the 


best possible medical care. This responsibility 
can be fulfilled by seeing to it that the ideals of 
the profession are upheld completely in the case 
of everyone practicing medicine: A huge task, no 
doubt, and one almost impossible to fulfill, but 


——. 
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it is worth striving. for. Secondly, there is the 
responsibility to the members of the medical pro- 
fession: itself. This committee examines com- 
plaints against the individual physician and, 
through the staff at the State Society’s office, 
makes a thorough investigation as to the validity 
of these claims. When they are apparently valid, 
the complainant and the physician are given an 
opportunity to appear before the committee or 
to communicate with the committee and present 
their respective sides of the question. These are 
given deep consideration and, upon reaching a 
decision, the committee makes its recommendation 
to the Council of the State Medical Society of 
Wisconsin which body may recommend to the 
Board of Medical Examiners that the license of 
the offending physician be suspended or revoked ; 
or, if in the opinion of the committee, the com- 
plaint is not valid or does not hold up under 
evidence produced by the complainant, the case 
is dropped and no action is taken by the Council. 
The Committee on Grievances in Wisconsin has 
no punitive power, but functions through the 
Council of the State Society. Another phase of 
the responsibility of the Committee on Grievances 
to the medical profession might well be con- 
sidered educational, since it strives to make all 
members of the medical profession aware of their 
own responsibility to the public by observing to 
the letter and in the spirit all drug laws, by co- 
operating with the Pharmaceutical association, by 
working with the Bar Association on the matter 
of expert testimony in court, and by assisting 
existing government health agencies. 

In discussing the functions ofa grievance com- 
mittee, the question of publicity arises. . How 
much publicity should there be? In Wisconsin, 
the committee sent letters to judges, to health 
agencies, and to other organizations interested. 
In this last category, the Bar Association, which 
had made some queries concerning expert medical 
testimony, was especially advised of the forma- 
tion of the committee and all were acquainted 
with its aims. To date, no complaints havé been 
received from these groups, but the committee 
feels that this publicity was beneficial, -since it 


313 








GRIEVANCE COMMITTEES—FITZGERALD 


made large groups aware of the existence of the 
Committee on Grievances and its willingness to 
work for the public good. In addition, there have 
been press releases announcing the formation of 
the committee and its objectives, so that the 
general public might be informed. The Committee 
on Grievances in Wisconsin is;fully aware of the 
importance of absolute discre. 1 on the part of 
its members so that unfavorable, or “gossip” type, 
publicity can be avoided. Every effort is made 
to keep all matters confidential, all cases, are coded, 
and correspondence, except with the physician and 
complainant, is identified by code. It is essential 
that the existence and objectives of the committee 
be publicized 100 per cent among the members of 
the medical profession. 

_ It has been asked, “What is the responsibility 
of the medical society to the physician who per- 
sists in a course of misconduct?” Our committee 
warns the physician that his case is being re- 
ported to the Council and that the Council will 
recommend a course of action to the Board of 
Medical Examiners. Punitive power rests with 
that Board and the committee can do no more 
than recommend through the Council. In short, 
the responsibility to the physician who persists in 
misconduct merges into the responsibility of the 
committee to the public. 

The Committee on Grievances in Wisconsin 
does not function as a bill collecting agency. In 
my opinion, activity of that type would defeat the 
purposes of the committee by giving: the public 
the wrong impression of its aims. The only eco- 
nomic phase with which our committee is con- 
cerned is that of the fairness of the charges made 
by the physician, and then only when it is drawn 
to our attention by a complaint, since we assume 
that in this day and age any right minded 
physician realizes the importance of fairness in 
the matter of bills. 

I have selected three typical cases which have 
come before our committee, in order to give a 
clearer idea of the Committee on Grievances in 
action. 


’ Case 1—A child with a lacerated forehead was taken 
to a pediatrician during the absence of the family doctor. 
The pediatrician told the parents that he did not take 
care of this type of case and referred them to a plastic 
surgeon. The patient was hospitalized and three pieces 
of adhesive were used to bring the edges of the wound 
together. The pediatrician charged $15 for his advice, 
the plastic surgeon $50 for his call and $5 for each 


314 


successive treatment. It was decided, after thorough 
investigation of the case, that treatment by the family 
physician would not have exceeded $10. This case js 
still pending. It is, however, typical of the overcharge 
claim that is made, although there are many times when 
a physician is accused by a patient of overcharging 
when the charge is just and the complaint arises from 
the patient’s lack of knowledge of what the treatment 
entailed. Physicians have been urged many times to 
discuss possible charges with their patients before 
treatment so that there be no misunderstanding. 


Right here it might be well to delve a little 
deeper into the whole question of fees and the 
necessity of frank discussion of the nature of his 
condition with the patient. Too often we hear that 
the doctor gives his patient too little information 
about the nature of his illness or, if he does make 
any attempt at explanation, couches this in 
scientific terms which leave the patient not only 
in the dark but with a feeling of frustration, It 
is highly important that the physician take the 
time to explain as simply as possible what the 
situation is. He should also point out the cost of 
treatment and plan with the patient how he may 
finance this, if it appears to be a burden. In dis- 
cussion of this sort, frankness is essential. In the 
matter of fixing charges a doctor should consider 
several factors: the complexity of the job, the 
extent of the service necessary, and the ability 
of the patient to pay. A certain flexibility in ad- 
justing his fees is often necessary when the 
patient’s financial status makes average charges 
a burden. When the family doctor feels the 
services of a specialist are indicated he should 
explain this to the patient and also give him some 
idea of the probable charges of the specialist. In 
this way, many misunderstandings can be avoided 
and the patient will have a kindlier feeling toward 
the physician he knows has his best interests at 
heart. 


Case 2—A physician was charged by a score of people 
of being intoxicated while attending patients. The doctor 
appeared before the committee and investigation dis- 
closed that he was suffering from multiple sclerosis and 
there was no indication of alcoholism. He was advised 
to stop the practice of medicine for the good of all 
concerned, 


Case 3.—A general practitioner was accused of prac- 
tices contrary to medical ethics and against the public 
interest. After appearing before the committee he was 
advised to consult a psychiatrist, who recommended that 
the physician enter an institution for treatment. 
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In addition, there are cases which are brought 
forward where there is evidence of promiscuous 
prescription of narcotics to addicts and others. 
This is often unintentional, but the committee 
stresses the importance of thorough investigation 
before prescribing narcotics and places the 
responsibility on the physician if this is not done. 


Conclusion 


In my opinion, the Committee on Grievances 
or the Grievance Committee, if you will, is the 
best instrument for implementing good public 
relations that organized medicine has at hand. It 
can do more for the public and for the physician 
than any other single committee within the Medi- 
cal Society. Intelligent handling of medical-social 
and medical-economic affairs, accompanied by in- 
telligent publicity, can do a very great deal to 
win and retain the confidence and esteem of the 
public. In its fair dealing, it bridges the gap 
formed by the natural reluctance of the patient 
to discuss his difficulties directly with his doctor 
and acts as a mediating board when differences 
arise. Members of the committee should be 
understanding, alert to the problems of the public 
and the physician, and they should be ever con- 
scious of the paramount importance of discretion. 

Since our committee has no punitive power, 
per se, it must rely upon the complete co-opera- 
tion of every individual physician for its effec- 
tiveness. The fact that this committee, by its 
recommendations, may set in motion action 
which could result in suspension or revocation of 


a doctor’s license, should act as a deterrent to that 
very small minority who might injure the reputa- 
tion of the great numbers of conscientious 
members of the medical profession. In regard to 
the minority mentioned, we have in Wisconsin 
about 3,500 physicians, 3,000 of whom are in 
active practice. Each doctor sees at least one 
patient a day vhich would mean that at least 
90,000 patients. «treated ina month. The number 
of complaints which we have received is so small 
that the percentage of dissatisfied patients is 
infinitesimal, although it is conceded that that 
minute percentage can be very noisy on occasion, 
and, no matter how small it may be, the publicity 
accruing to one instance of poor or unethical 
medical practice makes it imperative that any 
committee on grievances must exert every effort 
to solve any question that comes before it to the 
satisfaction of those concerned. 

Grievance Committees that function ethically 
and effectively will be a great factor in avoiding 
the political control of medicine and, in addition, 
they can and do protect the economic and pro- 
fessional status and freedom of the. physician, 
by acting at all times in the best interests of the 
public. Only by proving to the people at large 
that our Hippocratic Oath is a living thing to us 
and that the desire to serve mankind, which 
prompted us to take up the practice of medicine, 
still motivates our lives can we combat the 
criticism which has been hurled at organized, free 
medicine by advocates of the Welfare State. 
2218 N. Third Street 





GRANTS FOR RESEARCH 


Life insurance companies of the United States and 
Canada will give more than $780,000 this year for re- 
search in heart disease, as announced in March by M. Al- 
bert Linton, Chairman of the Board of the Life Insur- 
ance Medical Research Fund. 

The grants being made to medical schools and to in- 
dividual scientists for heart disease research this year 
bring to $4,700,000 the total amount of money given by 
the life insurance business since the Life Insurance Med- 
ical Research Fund was organized late in 1945. The 
Fund is supported by the annual contributions of 141 
United States and Canadian companies. 

Included in this year’s grants are fifty grants-in-aid, 
totalling $641,735, being given to medical schools and re- 
search centers for the support of heart disease research, 
and thirty-seven fellowships amounting to $142,100 going 


Apri, 1952 


to young doctors to enable them to obtain training and 
experience in research. 


The resources of the Life Insurance Medical Research 
Fund are devoted entirely to research on diseases of the 
heart and blood vessels, which are responsible for more 
deaths than the next five causes of death combined. 
Since the organization of the Fund, 185 research pro- 
grams and 201 research fellowships have been supported, 
in ninety-two institutions all over the United States and 
Canada. 


Grants to the University of Minnesota are: for re- 
search by Dr. Nathan Lifson on transcapillary exchange 
of materials in perfused organs, $16,200; for research 
by Dr. Maurice B. Visscher on cardiovascular renal 
physiology, $15,335. 
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THE DOCTOR’S RESPONSIBILITY TO HIS PATIENT 


E. M. HAMMES, M.D. 


Saint Paul, Minnesota 


‘HE doctor’s responsibility to his patient is 
~ such a large one that I do not know just what 
our committee wanted me to discuss. Medical 

public relations places emphasis on the individual 
human relationship between doctor and patient. 
I thought perhaps a little homely review of some 
of the problems in patient-physician relationship, 
as I have encountered them in my few years of 
practice, might be enlightening. If they appear 
critical, IT hope I will not be misunderstood. 

[ would like to tell you of my first personal ex- 
perience of a patient-physician relationship, as it 
made an indelible impression on me and has been 
of great value tome. Having just graduated from 
the medical school, I decided to have a hernia 
operation by an excellent surgeon, a friend of 
my father, who referred all his surgical patients 
to him. On the third morning, postoperatively, 
I felt fine. The surgeon came to my room, looked 
at my chart, said a few words, and appeared un- 
duly worried. Immediately after he left I called 
the nurse and asked her if I had a fever, or 
what not; I had quite a miserable time, emotion- 
ally for twenty-four hours, and like a real medical 
student reviewed all the possible complications 
that might develop, probably from a cerebral em- 
bolus to intestinal obstruction and everything in 
between. The next morning I asked the surgeon 
if there was anything wrong with me yesterday. 
When he assured me that I was progressing 
satisfactorily, I asked him why he looked so wor- 
ried yesterday. He then told me that in the next 
room he had a patient, a mother with three chil- 
dren; he had done a thyroidectomy on her, and 
he was very worried and upset because he thought 
that she might die. This was a valuable experi- 
ence to me, and I decided never to take my wor- 
ries, by facial expression or otherwise, into a pa- 
tient’s sick room. We, as physicians, can instill 
into our patients the old saying, “Hope rests eter- 
nal in the soul,” only by our actions, our attitude, 
our personality and our conversations. Fortu- 
nately, the physician of today realizes that he 
must treat his patient’s illness not from the physi- 
cal standpoint alone, but, what is fully as im- 


Presented at the North Central Medical Conference, 
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portant and frequently more vital, from the emo- 
tional aspect as well. 

Psychosomatic medicine, although it has been 
practiced by all of us since graduation, has be- 
come popularized during the past few years. | 
am sure that you will agree with me that it has 
stimulated us to practice better medicine, to study 
our patients as individuals with emotional reac- 
tions and not as a group of symptoms to be dis- 
missed with a prescription and a statement “There 
is nothing wrong with you—go. home and forget 
about it.” If these patients could forget about 
it, they would not have to consult us. A true 
physician must be a good listener. The majority 
of our patients, as you know, suffer primarily 
from functional disorders, and even in the or- 
ganic cases many functional and emotional symp- 
toms present themselves. An hour spent in ob- 
taining a careful history, with an attentive and 
sympathetic attitude, is frequently fully as im- 
portant as our physical examination and the mul- 
titude of laboratory tests that we order. In our 
conference with him we can allay many of his 
fears and apprehensions. It may be his first 
operation, with all the dread of an anesthetic and 
the operating room. This may be time-consum- 
ing, but I can assure you his emotional reaction 
will be such that it will hasten his recovery. Let 
us not be too busy in our daily work. 


The family physician has the great advantage 
over the specialist, in that he has extensive knowl- 


edge about his patients. Many of them he has 
known since birth. He is familiar with the fam- 
ily background, with the home environment, the 
school record, the mental peculiarities, if any, and 
the emotional set-up; in other words, he has a 
cross-section of his patient’s life. He is the spe- 
cialist in medical management and all that it 
implies. The family doctor has wisdom and vis- 
ion, the ability to integrate and correlate findings, 
an understanding of human relations, a knowledge 
of when, where, and whom to employ for special 
skill, and when to do the work himself. Today, 
as throughout the years, he is the backbone of 
the medical practice, and his patient-physician 
relationship is more intimate than that in any other 
field of medicine. 
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May I cite another interesting experience which 
I encountered: A woman, aged fifty, was re- 
ferred to me because she had attempted suicide 
by jumping into a cistern. She suffered from an 
involutional melancholia, with all the fears, guilt 
feelings, religious worries and hopelessness char- 
acteristic of this illness. She was brought to the 
hospital by a nurse. As soon as I had entered 
the room, she dismissed her nurse, threw back 
the bedclothes, pulled up her nightgown, and with 
a terrified expression said, “Have I a venereal 
disease? If I have, I want to kill myself?” I 
covered her up and asked her to tell me her 
story. In brief, she had been developing her 
melancholia during the six months previous, and 
was advised by her physician to go to California, 
to recuperate. While she was in California, she 
met one of her former high school classmates. 
When she decided to return home, this man also 
went on the same train. On the way home they 
had sexual intercourse ; she then developed a ter- 
rifying fear that she had contracted a venereal 
disease, and that is why she attempted suicide. 
l asked her why she did not discuss this with her 
family physician, who could have examined her 
and reassured her. She then said, “I could 
never do that and stay in my home town. His 
wife and I belong to the same bridge club, and 
he tells her everything.” It is quite possible that 
her feelings about her home physician were delu- 
sional ; they may have been, but, if true, this phy- 
sician has deprived this patient, and probably 
others, of one of the most important patient- 
physician relationships—namely, the confidence 
in her physician. She has been deprived of the 
privilege to be able to go to him and unburden 
herself of her own worries, problems and anxie- 
ties, like she would to a father-confessor. Even 
the courts of our land hold sacred and recognize 
this, and protect us on the witness stand in this 
vital confidential patient-physician relationship. 


It might be of interest, at this time, to refer 
to a brief article in the October, 1951, Medical 
Economics, entitled “Bad Manners of M.D.’s 
Gripe Patients Most.” “It isn’t exorbitant fees 
that raise the patient’s hackels and send him run- 
ning to the Medical Society Grievance Committee ; 
the biggest trouble is just plain lack of medical 
etiquette.” The Grievance Committee of the Iowa 
State Medical Society has investigated thirty- 
tight cases since it was organized in May, 1950. 
According to Medical Economics, the three most 
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frequent complaints were: (1) talking to the 
patient too freely about another doctor’s treatment 
or charges, (2) talking to another doctor, within 
earshot of the patient, about prognosis, severity of 
the case, finances or medical reputation, (3) fail- 
ing to exercise diplomacy and tact in refusing to 
accept a case, make a house call, or okay. an 
emergency prescription. Judging from the ex- 
perience of this committee, we physicians as a 
whole either talk too much or unwisely. In this 
connection, it might be worth while to again re- 
mind ourselves of the fact that a great number 
of malpractice suits have their beginning in some 
slighting remark made by a physician about the 
care given to the patient by a former physician. 
This is not only detrimental to the patient-phy- 
sician relationship, but expensive to the medical 
profession. 


In lecturing to medical students, I have fre- 
quently devoted the first five or ten minutes in 
discussing with them problems encountered in 
the private practice of medicine. Unfortunately, . 
medical students obtain very little such instruction , 
in their curriculum. I have emphasized to them 
that in their private practice they will not be able 
to satisfy or please every patient; also that pa- 
tients are not married to them and have a perfect 
right to another physician. If the patient or the 
family have lost confidence in their physician 
it is better for both of them to part company and 
it is very important to do it gracefully. Sug- 
gesting consultation may help to solve this prob- 
lem or, in difficult cases, may assist in the diag- 
nosis and treatment and undoubtedly help to share 
the responsibility. The consultant’s attitude 
should be one of co-operation and assistance. 
His first duty is the patient. If he does not 
agree with the diagnosis or treatment, he should 
feel free to discuss this first with the attending 
physician, before talking to the family. His sec- 
ond duty is just as important, namely, not to say 
or do anything which might in any way lessen 
the patient’s confidence in his own physician. He 
is usually the family doctor and has administered 
to the family for years. His third duty, if he is 
asked to take charge of the case either locally or 
in a distant town, is to advise the family physician 
at frequent intervals as to the patient’s progress. 
When the family consults him, he can then dis- 
cuss the patient’s progress intelligently, and the 
patient also realizes that her own physician is 

(Continued on Page 353) 


317 





INTERPRETATION OF MEDICAL CARE COSTS 


J. D. McCARTHY, M.D. 
Omaha, Nebraska 


F I INTERPRET correctly the assigned sub- 
ject “Interpretation of Medical Care Costs,” 

I am to discuss ways and means for impressing 
in the minds of laymen that the terms “medical 
care” and “medical care costs” are all-inclusive 
rather than implying, as some have, that they are 
the fees charged by the physician. Certainly, 
these terms cover the overall cost of illness, in- 
cluding physician’s and dentist’s fees, nursing 
care, hospital bills, fees for laboratory services, 
dressings, medicaments and other miscellaneous 
charges having to do with the care of sick people, 
but I believe the expression “total medical care 
costs” would better serve the purpose. 

“My doctor bill” is the term that has always 
irked me when used in reference to total medical 
care costs. All too frequently, the flat statement 
“my doctor bill was so and so” is made without 
elaboration, and those listening are left with the 
impression that the stated charge representing the 
overall cost for medical care is only the fee 
charged by the physician. 

How did the term “my doctor bill” come into 
being? It is not so many years ago that the cost 
of medical care had to do primarily with the 
physician’s fee. People during that era believed 
that the hospital was the court of last resort, and 
if the physician recommended hospitalization there 
was no hope for recovery. Therefore only a 
comparative few were admitted to hospitals, 
preferring to stay at home for medical and 
nursing care. Thus it may be seen that the 
greatest item in total cost of medical care as of 
today entered only infrequently into the cost 
during that period and when it did, it was for 
only a small percentage of the total. In those days 
the cost for. nursing care was low, fees for the 
few laboratory procedures were nil, roentgenology 
was a diagnostic tool still to come, medicaments 
were relatively few, low in cost, and usually were 
supplied by the physician. Compare this with 
conditions as they are today. In the past, sick 


people revolved around a focal point—the 
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physician—whereas today, including the patient’s 
personal physician, a team of consultants, nurses 
and technicians revolve around the patient. 
Recognizing the reasons for the origin and wide 
usage of the term, is it any wonder that it has 
carried on down through succeeding generations 
even though the aforementioned changes have 
taken place? The medical profession should see 
to it that this term is relegated into the limbo of 
lost words. 

Other sources of misstatement of facts are 
found in newspaper and lay magazine articles 
having to do with the so-called high cost of 
medical care written by authors who are desirous 
of “giving people what they like to read” rather 
than the true story. Almost every day there are 
news items regarding someone, usually a child, 
who has a serious ailment, is unable to procure 
the services of a physician because of lack of 
money and must wait until friends and sympa- 
thizers contribute to a fund which will cover the 
“doctor’s bill.” Here again “doctor’s bill” is a 
misnomer, the implication being that the 
physicians would not serve the individual even 
though he or she is in dire need of medical care. 
The movies also lend their aid to this miscon- 
ception in much the same way. Last, but far from 
being the least, we have the Federal Government 
disseminating ideas through press, radio and 
pamphlets (the write-ups by the Ewing ilk and 
paid for with the money we ooze for taxes), 
which may be of value from the political stand- 
point but which too frequently place the physician 
in the role of Shylock. 

Certainly something should be done to counter- 
act false impressions fostered by such terms as 
“my doctor bill,” if adverse publicity and public 
relations between physicians and their patients are 
to be improved. Who is to do it and how will it 
be accomplished? It seems natural to me that 
we should look to ourselves as the spearhead for 
such a campaign. 

Statistics showing the breakdown in cost of 
medical care are plentiful, but I would like to 
quote the latest that I have seen, which were 
released recently by the Labor Department's 
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Bureau of Labor Statistics. This report covers a 
period extending from the outbreak of the Korean 
War in June 1950 to the first of January 1951. 
During these six months the general cost of 
living rose 5.1 per cent; that for overall medical 
care, excluding drugs, 2.3 per cent; prescriptions 
and drugs 2.5 per cent; general practitioners’ fees 
1.1 per cent; surgeons’ and specialists’ fees 1.2 
per cent; and hospital rates 4.9 per cent. It may 
be seen that the increase in the overall cost of 
medical care, except possibly that for hospitaliza- 
tion, is minor when compared to the overall in- 
crease for subsistence and shelter. 

It would be wise for physicians to cite these 
figures to patients who complain about the in- 
crease in physicians’ fees, and when so doing, to 
emphasize the many services included in the 
total cost of medical care. He might point out also 
that any increase in fees that he may have put 
into effect are not comparable to the increased 
overhead that he now carries, including rent, 
salaries to office personnel, cost of apparatus, 
instruments, medicaments, supplies and spiraling 
taxes, 

As to the physician’s fee, this should be dis- 
cussed with the patient prior to rendering service. 
Many patients request such information and too 
frequently the physician evades the question. If 
in the mind of the patient the physician’s fee 
might be $100 and he is presented with a bill 
for $200, is it any wonder that he is displeased 
and embittered? Physicians dealing in general 
practice and certain specialties—such as internal 
medicine, pediatrics, neuropsychiatry—find it hard 
to state an exact fee inasmuch as the overall serv- 
ices are dependent upon history and physical find- 
ings. A definite fee should be stated, however, 
for history taking and physical examination. It 
should be explained that if physical findings indi- 
cate that roentgenographic studies, blood chemis- 
try or other procedures are necessary to make the 
diagnosis, the total cost will mount. Under such 
circumstances a cost estimate should be made 
before the service is rendered. Those dealing in 
more exact specialties, such as surgery, roentgen- 
ology, laboratory examinations, should have no 
difficulty in citing a specific fee to the patient 
which would be all-inclusive. In setting his fee 
the physician should take into consideration the 
overall cost to a patient who has to have the serv- 
ices of consultants, possible surgery and’ ‘hospi- 
_ talization, and temper his fee accordingly. Cer- 
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tainly the true physician will asecrtain what the 
individual patient may or may not be able to pay. 
For instance, knowing that the patient classifies 
as an indigent, the physician is wasting good paper 
and ink when he makes a charge comparable to 
that made for patients in even moderate circum- 
stances. Itemized statements from physician to 
patient are valuable in breaking down any pos- 
sibility of misunderstanding. 

The great majority of patients when speaking 
of their physician’s fee can do so, I believe, with- 
out rancor. It is only those served by the so- 
called iniquitous one per cent of physicians who 
have a just claim to having been victimized. We 
still have these physicians with us and I suppose 
we will always have a certain number, but every 
effort should be made to re-indoctrinate them 
with the teachings of Hippocrates. These few 
physicians can do more harm to the medical pro- 
fession and its public relations program than all 
the good works of all the other physicians com- 
bined. Committees set up by the respective state 
medical societies, be they called grievance commit- 
tees or committees on ethics, have a grave re- 
sponsibility to ferret out all evidence pro and con 
when patients complain in writing that they have 
been overcharged. The experience of these com- 
mittees indicates that the majority of complaints 
relative to exorbitant fees charged by physicians 
are based on misunderstandings, and incidentally 
the misunderstandings too frequently have been 
shown to be due to the fact that the physician did 
not give the patient an idea of what his charge 
would be before rendering the service. 

The whys of the precipitous increase in cost of 
hospital care should be explained to the patient. 
Here again, demands on the hospital by physi- 
cians and patients have necessitated implementa- 
tion of all services, from administration on down 
to laundry and utilities. The patient in the hos- 
pital today is receiving, by necessity because of 
advances in diagnosis and treatment, more atten- 
tion than ever before. All of this calls for in- 
creased professional and nonprofessional person- 
nel, which means more salaries, and with the 
trends, higher salaries. The patient should be 
informed, too, that although the cost of illness 
has increased in dollars and cents over that of 
some years ago, time lost from work has been con- 
siderably decreased, resulting in an actual saving 
for them. In other words, the hospital rate 
twenty-five years ago averaged $5.00 per day but 
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the hospital stay averaged thirty days. Today the 
per diem charge in the hospital may average 
$15.00 to $17.00 but the average stay in the hos- 
pital is seven or eight days, due to the advances 
made in diagnosis and treatment. It may readily 
be seen that the total cost today approximates 
that of twenty-five years ago, but the days of ill- 
ness and loss of time have been reduced by 
approximately 75 per cent. 

It might be pointed out also that food purchased 
in 1940 at a cost of $100 now costs $251, that tex- 
tiles purchased in 1940 at a cost of $100 now cost 
$231, that drugs and prescriptions costing $100 
in 1940 now cost $182. All in all, there has been 
an increased cost in living, and I include under 
the term “living” everything necessary to life. 
The spiraling costs for labor have affected every- 
thing we do and everything we buy. The crude 
product costs no more than it ever did, but to 
extract that product from Mother Earth, fabri- 
cate and deliver it to the consumer has multiplied 
at least threefold while the dollar has been deval- 
uated over 50 per cent. A person who is bitter 
because the hospital per diem charge is $15.00 
does not blink an eye when he finds that the same 
hotel room that he had paid $5.00 for a year ago 
is now $8.50 per day. Add to this the cost that 
the hotel guest must pay for meals and it is ap- 
parent that the costs are comparable—except that 
the hotel guest does not have the ministrations of 
a nurse. 

Too often we see releases in newspapers, ar- 
ticles in magazines, hear radio quips and govern- 
ment propaganda which give misleading state- 
ments regarding physicians’ fees as they relate 
to total cost of medical care, and although we may 
frown, we do little or nothing to counteract the 
charges. There is no doubt that unfair state- 
ments, some of which could be characterized as 
bare-faced lies, influence the average layman in 
his thinking. Organized medicine, from the 
national to the local level, must take upon itself 
the screening of these releases. The American 
Medical Association is doing that now to a cer- 
tain degree. | know of no state or local medical 
society which maintains a function of this char- 
acter. Why should we not have, especially in 
our state organizations, a clipping service for ar- 
ticles relating to medical care costs. ‘ These ar- 
ticles could be turned over to a screening com- 
mittee and it would be the duty of this commit- 
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tee to answer such articles and see to it that the 
answers receive wide publicity. 

This is not sufficient, however. Every physi- 
cian should act as a committee of one to be on 
guard for such disparaging items and remarks, 
and do everything in his power to quell further 
spread of these false statements. When such an 
item appears in a newspaper, the local physician 
or physicians should call upon the editor, give 
adequate explanation as to why the particular 
article is offensive or without truth, and request 
comparable space for clarification. 


These are but some of the methods, as I see it, 
which if put into effect would be most helpful 
in breaking down charges made through habit- 
thought, prejudice or-ignorance, and in so doing 
would rid the profession of unjust stigmata. 

It seems to me that the term “my doctor bill” 
and all that it embraced in the past is to a certain 
degree fading out of the picture. This I believe 
is due to the fact that patients today are receiv- 
ing separate statements from physician, consult- 
ants, laboratories, hospitals, et al, and this makes 
the patient realize that his physician’s fee is but 
a part of his total cost for medical care. Another 
potent instrument in driving home this fact to 
many is voluntary prepaid hospital and sickness 
insurance. Here again the allowances for medi- 
cal, surgical and hospital care services are pub- 
licized and in the great majority of instances 
broken down to show the amount allowed for 
medical and nursing services as well as hospital 
benefits. An increasing number of physicians 
are discussing the subject with their patients, and 
when they do they speak in terms of “my fee will 
be, your nursing fees may be about such and 
such and your hospital bills about so and so.” 

Continued publicity about differentiations be- 
tween fees and the knowledge the layman is gain- 
ing through the aforementioned channels is doing 
much to break down a terminology which has been 
used not maliciously but thoughtlessly. 

I would like to suggest that the Pubilc Rela- 
tions Committees of our national, state and local 
medical societies be urged to make this entire 
problem one of their major projects, to the end 
that collectively and individually they may eradi- 
cate one of the sources which militate against im- 
proving patient-physician relations. 
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THE GROWTH OF PREPAID MEDICAL CARE PLANS 


FRANK E. SMITH 
Chicago, Illinois 


EFORE delving into detailed data regarding 

the current status and recent developments 
of Blue Shield Plans, it might be well to spend 
a moment describing the background and organ- 
izational relationship between Blue Shield Plans 
and the medical profession. 

At the Interim Session of the House of Dele- 
gates of the American Medical Association in 
December, 1945, a ten-point program was adopt- 
ed, one portion of which gave American Medi- 
cal Association endorsement to the principle of 
voluntary health insurance. Following the adop- 
tion of that policy statement, the AMA Board 
of Trustees and the Council on Medical Service 
took steps to establish a national organization of 
medically sponsored prepayment plans in opera- 
tion at that time. 

Out of the conferences between the Board of 
Trustees, the Council on Medical Service, and 
representatives of the medically sponsored pre- 
payment plans, there was chartered in Illinois in 
March, 1946, a nonprofit association known as 
Associated Medical Care Plans. 

The principal reason for Associated Medical 
Care Plans being established as a separate cor- 
poration was the then recent experience of the 
American Medical Association in a Supreme 
Court hearing, and several tax litigations, fol- 
lowing which it was felt that such an organiza- 
tion as Associated Medical Care Plans and its 
intended functions could be best carried out 
through an independent corporation, rather than 
for such activities to be carried on by the Amer- 
ican Medical Association iteslf. 

Nine prepayment plans became the charter 
members of Associated Medical Care Plans in 
March, 1946. In December of the same year, 
nine additional Plans had applied and had been 
admitted as members of the association, and na- 
tional headquarters and staff were established in 
the AMA headquarters building in Chicago. 

As indication of the growth in member Plans, 
it can now be reported that the original nine 
charter members have been expanded to seventy- 
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eight member plans, operating in forty-two states, 
the District of Columbia, Hawaii, Puerto Rico, 
and eight Canadian provinces. 


Since the association was established in 1946, 
a brand label, known by the name Blue Shield 
and visualized by the Blue Shield symbol, was 
adopted in 1948 and is now in general use among 
the seventy-eight member plans of the associa- 
tion. At the present time the entire movement 
is known rather widely by the American public 
as the Blue Shield Plans. Appropriately, the 
name of the association was changed, in the early 
part of 1950, from Associated Medical Care Plans 
to Blue Shield Medical Care Plans. 


Membership standards have been adopted by 
Blue Shield Medical Care Plans and any medi- 
cally sponsored plan wishing to become a mem- 
ber of the association must meet those member- 
ship standards before acceptance by the associa- 
tion can be assured. In addition to standards 
calling for efficiency of operation, conformity with 
general standards of good insurance practice, and 
integrity of operation, these standards call for 
free choice of physician, sponsorship or approv- 
al by the medical society in the area served by 
the Plan and operation on a nonprofit basis. 


With very few exceptions, the Blue Shield 
Plans include in their membership practically all 
of the medically sponsored programs for the pre- 
payment of medical care. 


Blue Shield Medical Care Plans is governed by 
a commission, known as the Blue Shield Com- 
mission, elected by the Plans themselves. The 
Plans are divided into eleven districts, with each 
district electing two members to the Commission, 
one representing the executive directors and the 
other representing the governing boards of the 
Plans in the district. In addition to the twenty- 
two members of the Commission thus elected, 
there are at present three Commission members 
elected at large, those three being Dr. Paul R. 
Hawley, Director of the American College of 
Surgeons, Dr. Charles Gordon Heyd, President of 
United Medical Service in New York and former 
President of the American Medical Association, 
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and Jay C. Ketchum, Executive Vice President of 
Michigan Medical Service. 

At the next annual meeting of Blue Shield 
Plans, to be held in San Francisco in April of 
1952, five additional members at large will be 
elected, having already been nominated by the 
Blue Shield Commission according to the provi- 
sions of the By-Laws, and including Doctors A. 
J. Offerman, Omaha; R. L. Novy, Detroit; L. 
Howard Schriver, Cincinnati; Carlton E. Wertz, 
Buffalo; and Paul R. Hawley, Chicago. 

The national association is strictly a voluntary 
matter as far as affiliation is concerned. It has 
no supervisory or disciplinary authority, insofar 
as its member Plans are concerned, except for the 
right to determine whether or not a member Plan 
has continued to comply with the membership 
standards which constituted the basis for the 
Plan’s original acceptance as a member. The 


principal functions of the national organization 
are comparable to those of a trade association, in 
which the national organization seeks to render 
services which are beneficial to and of mutual in- 
terest to the member Plans. In this sense, it might 
be said that the national organization serves as a 
co-ordinating agency. It might also be described 


as an organization which serves as a “clearing 
house” of information and the sponsor of confer- 
ences and activities calculated to serve the needs 
of the member Plans. 

It is always of interest to those who are only 
slightly acquainted with Blue Shield to know 
something about the accomplishments of these 
Plans in enrolling members. 

At the end of the year 1950, the total enroll- 
ment among the American people for hospital 
coverage written by nonprofit agencies as well as 
commercial insurance carriers, reached 76,961,000, 
which was a gain of 17 per cent over the preced- 
ing year. Of these nearly 77,000,000 people, ap- 
proximately 54,500,000 had also purchased pro- 
tection for surgical benefits, amounting to a gain 
of 32 per cent over the preceding year, and 21,- 
500,000 had purchased protection for medical 
care, which was a gain of 28 per cent over the 
preceding year. 

Figured into the totals indicated above was an 
enrollment of 38,822,000 in Blue Cross for hos- 
pitalization coverage, or approximately 50 per 
cent of the total number of persons protected for 
hospitalization. Medically sponsored nonprofit 
Plans claimed a membership of 19,690,000, or 
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approximately 37 per cent of the total number 
of persons protected for surgical and meilical 
benefits. 


It gives me a great deal of pleasure to an- 
nounce the fact that Blue Shield Plans alone, 
exclusive of other medically sponsored organiza- 
tions, are able to say that, as of September 30, 
1951, there were 21,000,000 persons enrolled by 
Blue Shield. On next Tuesday evening, Novem- 
ber 13, we will be celebrating that fact at a din- 
ner party in the new office building of the Min- 
nesota Blue Cross and Blue Shield Plans, when 
a certificate will be awarded by the Blue Shield 
Commission to Miss Rosemarie Hart, a steward- 
ess employed by Northwest Airlines, who has 
been selected as the 21 millionth Blue Shield 
member in the United States and Canada. At the 
same time, we will have the additional pleasure 
of presenting another certificate to an employe of 
Northern Ordnance Company as the 500,000th 
member of the Minnesota Blue Shield Plan. 


I might add, parenthetically, that the Minne- 
sota Blue Shield Plan has made one of the most 
enviable records of any Plan in the United States, 
having begun enrollment only four years ago and 
having accomplished in the space of four brief 
years the enrollment of more than one-half mil- 
lion members in Minnesota. 


It might assist in the visualization of this rath- 
er phenomenal enrollment picture to reduce this 
accomplishment to working day figures and tell 
you that Blue Shield Plans throughout the Unit- 
ed States are adding more than 28,000 new mem- 
bers every working day. 

Among some of the more significant groups 
to be added to Blue Shield during recent months 
have been the employes of U. S. Steel Corpora- 
tion, Bethlehem Steel Corporation, Republic Steel 
Corporation, and the vast DuPont industrial em- 
pire. During the third quarter of 1951, Blue 
Shield, by virtue of the enrollment of U. S. Steel 
and Bethleman alone, added more than 1,100,- 
000 members. 


Some of you will be interested in a brief prog- 
ress report on the development of National Blue 
Shield Service, Inc., as a national enrollment 
agency for Blue Shield Plans. I believe you will 
be interested because of the controversy which 
surrounded the original proposals of nearly three 
years ago, when it was first suggested that such 
an agency might be formed for the purpose of 
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assisting Blue Shield Plans in the enrollment of 
large national accounts. 

Even though the American Medical Associa- 
tion expressed opposition to the original proposal, 
which was a suggested stock insurance company 
to be formed by Blue Cross and Blue Shield joint- 
ly, and later expressed a feeling that Blue Shield 
should be allowed to use its own good judgment 
when it proposed to establish its own national en- 
rollment agency, quite apart from that being 
formed by Blue Cross, the Blue Shield Plans pro- 
ceeded with the latter proposal, raised $383,000 
among themselves, and received a charter in the 
State of Ohio for National Blue Shield Service, 
Inc., in December of 1950. The company was 
granted a license to do business in Ohio in May 
of 1951, and is currently applying for licenses 
to do business in additional states. The agency 
is not yet prepared to serve its original purpose, 
nor to do business, but it is expected that before 
the end of this year it will be in a position to ful- 
fill its intended function. 

Financially speaking, the Blue Shield Plans 
have shown equally phenomenal progress, as 
evidenced by their rapid increase in enrollment. 
During 1950, the Blue Shield Plans had a nation- 


al income in excess of $150,000,000 of which ap- 
proximately $116,000,000 was paid to the physi- 
cians for more than 7,000,000 professional serv- 


ices rendered. The amount paid to physicians 
was approximately 79 per cent of the total in- 
come, with approximately 13 per cent being used 
for operating expenses, and the remainder being 
held for reserves. 

On the basis of reports for the first six months 
of 1951, the Blue Shield Plans will have a total 
income this year of approximately $240,000,000, 
with somewhere in the neighborhood of $200,- 
000,000 being paid to physicians for professional 
services. 

Financial reports for the first six months of 
1950 indicate that utilization has increased from 
79 per cent to approximately 82 per cent, and 
Operating expenses have been reduced from 15 
per cent to approximately 12 per cent. 

One of the unique characteristics of Blue Shield 
Plans, as contrasted to the offerings of the com- 
mercial insurance industry, is the principle of 
service benefits. 

Service benefits are best described as a provi- 
sion in the subscriber certificate which guarantees 
to the subscriber that, if his or his family income 
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is within certain prescribed limitations, the attend- 
ing physician will render professional services for 
the fee set forth in the Plan’s fee schedule with- 
out any additional charge. This puts Blue Shield 
Plans in the position of offering to millions of 
American people the privilege of exchanging 
premium dollars for medical or surgical services 
without red tape or additional bills from the at- 
tending physician. 

This principle has been subscribed to by the 
majority of physicians in the United States to the 
extent that fifty-eight of the seventy-eight Blue 
Shield Plans are able to offer these benefits to 
their subscribers within certain income limitations. 

There is no longer any doubt about the level 
of public interest or demand for such benefits, 
once the principle has been established and be- 
comes familiar to the subscriber. 

The inclusion of the service benefit principle in 
the operation of a Blue Shield Plan has raised 
and will continue to raise several important prob- 
lems as far as the physician is concerned. The 
first question to be met is the degree of willing- 
ness on the part of the individual physician to 
accept the principle and sign an agreement indi- 
cating his willingness to participate. Beyond that 
point, however, are the broader questions of medi- 
cal control over the Plan to which a physician 
is asked to commit himself, and the safeguarding 
of professional and ethical standards in the ad- 
ministration of the Plan which proposes to offer 
professional services to the public on a service 
basis. 

The medical profession, individually and col- 
lectively, has not yet fully made up its mind re- 
garding the service benefit principle, but there 
has been established during recent years a very 
definite trend toward its increasing acceptance. 

To the degree that the service benefit principle 
is accepted universally by the profession and of- 
fered to the American public through the instru- 
ment of Blue Shield Plans, will Blue Shield ful- 
fill its unique function, serving both the public 
interest and that of the medical profession in its 
effort to solve the problem of medical costs and 
forestall the threat of federal control over mat- 
ters of health. 

It might be of interest to cite the fact that there 
are approximately 1200 board members serving 
on the boards of these seventy-eight Blue Shield 
Plans, of which more than 750 are doctors of 
medicine. Although the average ratio is two phy- 
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sicians to one non-physician, there are still some 
Blue Shield Plans in which the medical profes- 
sion is not sufficiently represented to assure the 
doctors of the kind of control to which they be- 
lieve they are entitled. In approximately the same 
degree in which the doctors do not have a feel- 
ing of complete confidence and control will one 
find that service benefits are not acceptable or not 
likely to be for some time to come. 

As a summary of the present status of serv- 
ice benefits among Blue Shield Plans, let me re- 
peat the fifty-eight of the seventy-eight Blue 
Shield Plans are offering service benefits to the 
American people on some basis. A few of these 
Plans have no income limits for the determina- 
tion of eligibility, but offer the services of the 
profession to any subscriber regardless of in- 
come. The majority of these fifty-eight Plans, 
however, offer service benefits to subscribers 
whose annual incomes fall within established 
limits, which range from $1,800 for the individ- 
ual subscriber to as high as $6,000 for the fam- 
ily. 
More than 115,000 physicians have signed par- 
ticipating agreements with Blue Shield Plans. 
The average rate of participation on the part of 
physicians, with Plans offering service benefits, 
is 87 per cent of physicians in active practice. 

There is a trend among Blue Shield Plans to- 
ward the increase of income ceilings within which 
subscribers will be eligible for service benefits. 
These increased income ceilings represent, not so 
much a change of attitude or policy on the part 
of the medical profession, but an adaptation by 
the Plans to the economic facts of life, partic- 
ularly those which have been caused by the period 
of inflation through which we have been living. 

A Plan which several years ago offered service 
benefits to subscribers whose incomes were less 
than $3,000 per year for the family was making 
an offer that encompassed perhaps 65 or 70 per 
cent of the population. Today, those same in- 
come limits would exclude all but a small por- 
tion of the population, and the increases in in- 
come ceilings have been made in order to restore 
eligibility to the same portion of the population 
as was originally eligible some years ago. 

One of the important trends among Blue 
Shield Plans at the current time is the trend 
toward new types of coverage, usually of a more 
comprehensive nature. 

It must be admitted that competition between 
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Blue Shield and commercial insurance carriers 
has been forcing a great deal of this expansion 
in terms of benefits and additional coverage. To 
a large degree, however, public acceptance of the 
principle of health insurance and public demand 
for more comprehensive coverage have accounted 
for a greater portion of the expansion which has 
taken place in recent years. 


The chief limiting factors on the expansion 
which has taken place, or which might be expected 
to occur in the years to come, are the funda- 
mental principles of insurance by which all Blue 
Shield Plans must be guided, and the period of 
time required for experimentation and acquir- 
ing of experience data on new types of coverage. 
The expansion of Blue Shield into more compre- 
hensive types of protection is based upon mathe- 
matical calculations. Such calculations cannot 
be made without adherence to certain established 
principles of insurance and controlled experience 
in the development of data upon which such cal- 
culations can be projected. 


The two most significant types of expanded 
benefits which have been introduced recently are 
those which have ventured into the field of catas- 
trophic illnesses and those which are being pro- 
jected into the realm of deductible certificates, 
in which the insured member pays an_ initial 
amount for services rendered, after which the 
Plan’s benefits become effective. The latter is 
comparable to the familiar type of automobile 
insurance that all of us have purchased during 
recent years. 


Every doctor is familiar with the problem of 


hospital-physician relationships, such as have 
been highlighted by the Hess Report recently 
adopted by the American Medical Association. 
Blue Shield Plans, acting through the Blue Shield 
Commission, have expressed themselves as feel- 
ing that Blue Shield should not become a party 
to such controversies and, further, that Blue 
Shield should not permit itself to be used by 
either one or the other party to such a con- 
troversy in forcing its objectives upon either the 
hospitals, doctors or the public. 

It has been expressed frequently, in Blue Shield 
circles, that the controversy between hospitals and 
doctors will have to be settled by the two parties 
directly concerned, and that, once an agreement 
has been reached, the policies and practices of 
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HOSPITAL ADMINISTRATION AND THE MEDICAL STAFF 


K. S. KLICKA, M.D. 


Minneapolis, Minnesota 


N discussing this somewhat delicate subject of 

the relationship of the hospital administrator 
and the medical staff, I will make every attempt 
to present it in as unbiased and impartial a 
fashion as possible—difficult though this may be. 
I will at least attempt to reflect the same honesty 
as was shown by a fine old gentleman of the 
Confederacy who once wrote a book which he 
entitled “An Unbiased History of the Civil War 
from the Southern Point of View.” 

In addressing you here, I will use the pronoun 
he in referring to the hospital administrator. In 
so doing, I conform with a basic rule of grammar 
with which you are familiar and for no other 
reason. Women play an important role in the 
field of hospital administration. Many of our 
hospitals, including those operated by Catholic 
orders, are well administered by women, so it is 
by no means a man’s field. And perhaps this is 
well, for women bring to this specialty a gra- 
ciousness and tolerance that it needs. These are 
qualities that too irequently are lacking in man. 
Here at St. Mary’s you are blessed with an ad- 
ministrator who possesses these graces, and you 
are indeed fortunate. Your hospital as a conse- 
quence reflects a personality that extends far 
beyond your city. Such reputations are not 
easily come by; they are created by the daily 
devotion to an ideal and a creed that spells serv- 
ice to the community. 

James F. Bender, director of the National 
Institute for Human Relations, describes the 
ideal hospital administrator as a person who must 
possess the friendliness of a General Eisenhower, 
the brains of a Herbert Hoover, the power of 
expression of a Winston Churchill, the resilience 
of a President Truman, the energy of an Eleanor 
Roosevelt, the spirituality of an Albert Schweit- 
zer, and the eagerness to heal of a Sir William 
Osler. Is it any wonder that a good hospital 
administrator is hard to find? 

You as a medical staff and I as a hospital 
administrator have many reasons to regard each 


Dr. Klicka is director of St. Barnabas Hospital, Min- 
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other carefully as we do our daily work. To be 
successful in our task we must carry on with the 
thought that we play on the same team. Our prob- 
lems then become our mutual concern, and we 
should try to solve them together. Sorry indeed 
is the hospital where the administrator, in evalu- 
ating his many problems, places his medical staff 
at the head of the list. If he does so, the blame 
may be his as well as the staff’s, but most likely 
it is the fault of both. Ofttimes it is diffcult for 
both parties to clearly see the same goal, or in 
seeing it to achieve it by the same means. 

It is my impression that a hospital serves its 
purpose when it provides the best and most com- 
plete medical care for its community at the lowest 
possible cost. You and I have our individual 
responsibilities in providing this type of service. 
Just what are they? 

First as to the administrator. He. should try 
to instill in his personnel a feeling of humaneness 
and kindness. He can receive no higher compli- 
ment than to be told his hospital is a friendly one. 


So Many Gods, So Many Creeds; 
So many ways that wind and wind; 
Yet just the art of being kind, 

Ts all the sad world needs. 


Edna Wheeler Wilcox, who composed these 
few lines many years ago, has given us our 
challenge. 

But being kind and considerate isn’t enough. 
The hospital administrator today combines kind- 
ness with firmness to insure that proper proce- 
dures are carried out at the patient’s bedside; to 
assure you that the nurses, practical nurses, at- 
tendants, aides and maids carry out their duties 
as best they can; to assure your patients of re- 
ceiving the care prescribed by you in the order 
book. Furthermore, your patients are entitled to 
top quality food, prepared well and attractively 
presented. 

The diagnostic services of the laboratory and 
x-ray departments must be geared to the needs 
of the staff. The pathologist must be alert to the 
newest in diagnostic aides and then make them 
available to the staff. The roentgenologist, in 
addition to providing top quality films and accur- 
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ate interpretations, must also offer the latest in 
therapy. The pathologist and roentgenologist 
more often than not determine the quality of 
medical care in a hospital. It is frequently their 
responsibility to set the standard of practice. It 
is within their scope to lead. 

Hospital service is expensive, but it has always 
been.so. Perhaps it seems more so now than ten 
to fifteen years ago, but actually this is almost 
entirely relative. Drugs make up a sizable portion 
of the total hospital cost today, and they are more 
expensive than the simple pharmaceuticals of 
earlier years, but largely because of them our 
patients recover more quickly and consequently 
spend fewer days in the hospital. The disease that 
may have kept a patient in the hospital three 
weeks ten years ago can now be cured in a week. 
Our personnel are better paid today than was 
true before World War II, and this change. was 
long overdue. An administrator friend of mine 
has put it well by saying that hospitals are not 
only having to keep up with the present infla- 
tionary cost of living trends but also have had to 
escape from the Old Lady Bountiful attitude of 
providing a starvation wage and promising a 
future golden harp and a special cloud in heaven. 
Our employes are more sophisticated now; they 
prefer to eat today and worry about the harp 
later. The hospital administrator cannot disregard 
the needs of his employes any more than his 
trustees can overlook the salary requirements of 
employes in their own private enterprises. Unfor- 
tunately the hospital administrator cannot per- 
form miracles in creating a fund from which 
money for salaries can be drawn. Higher charges 
for hospital services and efficient operation are 
the only answers. 

In approaching the purchase of a new car, a 
man naturally compares its price to that he pur- 
chased five years ago. This applies to those few 
among you who can wait that long to change 
models. The price increase in this short span is 
enough to shake one somewhat. The car salesman 
never apologizes for this increase, however, but 
merely points out that the new car is worth more. 
The same can be said for your patient’s hospital 
bill. Of course it is high but it is worth it. If ever 
a commodity was worth its cost, it is present-day 
hospital care. Although the cost per day of hos- 
pital care has risen considerably in the past 
decade, the cost per illness has not. Recent 
studies which take into consideration the short- 
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ened hospital stay and relative purchasing power 
of the dollar show quite convincingly that in 
comparing the three-year span of 1948, 1949 and 
1950 with that of 1938, 1939 and 1940 the in- 
creased cost per admission is only 11 per cent. 
It should be an easy matter for any of us to 
demonstrate that there has been much more than 
an 11 per cent increase in the scope and value of 
the service that a hospital is offering its com- 
munity today. Furthermore, this small increase is 
more than offset for the wage earner who returns 
to work more quickly than was true ten years 
ago, thereby significantly reducing his loss of 
earnings because of his illness. 

The rising cost of hospital care was recognized 
as a threat to our voluntary system of hospitals as 
long ago as 1929. This recognition led to the idea 
that hospital care could perhaps be prepaid, 
thereby becoming less of a burden to anyone who 
was hospitalized. Blue Cross was the name ap- 
plied to this idea, and as we look back over its 
twenty-two-year history with some pride we see 
the justification of the effort that went into its 
development. By 1940 the number of individuals 
throughout the country covered by Blue Cross 
slightly exceeded 6,000,000. The next ten years 
saw an amazing growth and at the end of 1950 
the number of subscribers was 39,000,000. Com- 
mercial insurance companies recognized an op- 
portunity for service in this field and became very 
active. In 1940 approximately 4,000,000 people 
were covered either by group insurance or an 
individual policy. In the ten years ending with 
1950 this number increased to 40,000,000. By 
the end of 1950, allowing for duplication of cov- 
erage by Blue Cross and commercial insurance 
companies, the total number of persons covered 
against hospital expense exceeded 77,000,000. 
More than half the population of the United 
States are therefore protected against the unex- 
pected expense of a hospital bill. By states, the 
proportion of population covered varies somewhat 
over the country. By the end of 1951, 1,000,000 
persons were covered by Blue Cross in Minne- 
sota or approximately 33 per cent of the popula- 
tion. Unfortunately exact commercial insurance 
figures are not available. Such insurance is quite 
popular, however, especially in the larger metro- 
politan areas of the state. Again allowing for 
duplication, it is estimated that 60 per cent of 
the population of Minnesota is covered by these 
two forms of hospital expense insurance. 
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While the prepaid hospital care plans were 
developing, the surgical-medical expense plans 
were also coming along. In 1940 only about 
2,500,000 people were covered with some form of 
surgical expense policy. In the next 10 years the 
number covered by commercial group insurance 
companies showed a gain of nearly 20,000,000; 
the Blue Shield grew at a similar pace and also 
covered 20,000,000 individuals by the end of 
1950. The number of persons covered under in- 
dividual policies increased by 13,000,000. The 
total number of individuals covered with some 
form of surgical expense insurance in 1950 was 
54,500,000. 

Medical expense coverage is also growing. In 
1950 the number of individuals covered exceeded 
21,500,000, of which 11,500,000 were covered by 
Blue Shield. 

And to those who may believe that the peak 
in voluntary enrollment in prepayment and insur- 
ance plans may now have been reached, the 1951 
figures will be interesting. Although exact tabu- 
lations have as yet not been completed, the best 
estimates show that well over eighty million 
Americans (perhaps as many as eighty-five mil- 
lion) now carry hospitalization insurance. Some 


sixty million are also insured against surgical 
costs; some twenty-five million against medical 
costs. 


Are we going to have socialized medicine in 
this country? A fair evaluation of the figures I 
have given you leads me to answer a firm no to 
this question. The tremendous rise in voluntary 
health coverage reflects the growing desire of the 
American people for protection against the eco- 
nomic hazards of sickness and accident through 
plans of their own choosing. We in the hospital- 
medical fields are definitely in high gear and are 
approaching the crest of the hill labeled “total 
voluntary health coverage of the population.” The 
steepest part of the grade is definitely behind us. 
Henry J. Kaiser phrased my present attitude on 
this for me a few weeks ago when he said “Since 
you can’t be clairvoyant, you’ve got to be 
optimistic.” 

One important fact must never be overlooked, 
however. Although we have come a long way in 
a short time, our progress must be protected. It 
is you, the medical staff, who have this responsi- 
bility. When a doctor prescribes hospitalization, 
he refers the patient to a hospital and Blue Cross 
pays the bill. It does not question through lengthy 
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questionnaires the recommendation of the physi- 
cian. It thus places its very existence in the hands 
of the medical profession. In turn, it must depend 
upon doctors for protection against possible 
abuse. In contemplating the ordering of a labo- 
ratory procedure or an x-ray, either of which 
might have questionable value in assisting in the 
diagnosis of your patient’s illness, keep in mind 
that it is not free, and let your decision be made 
accordingly. Similarly when considering the time 
of discharge, let your patient’s condition be your 
sole guide. Avoid the practice of letting your 
patient stay an extra day because she is enjoying 
the rest and because it won’t cost her anything. 
Keep in mind that these two examples are the 
basis of that which we call abuse. Neither of 
these services are free. Certainly they do not 
add to the cost of this period of hospitalization, 
but the total cost of your patient’s hospital stay 
makes up a part of the over-all average cost which 
is used as the basis for next year’s premiums. 

Many people, some doctors included, are under 
the erroneous impression that health insurance 
actually lowers the cost of hospital care. It does 
not; it cannot lower it one penny. It serves 
merely to spread such cost, Therefore, the greater 
the cost that needs to be spread, whether this be 
due to abuse of the contract provisions or to some 
other factor, the higher the rates for such protec- 
tion will climb, until finally it will be beyond the 
ability of all to carry heath insurance except the 
well-to-do ; and this, as we all know, is becoming 
a smaller and smaller group. 

While we defend the progress we have made in 
prepaid health protection plans, we must also 
be vigilant against subtle methods of attack. Presi- 
dent Truman, by the creation of the commission 
on the health needs of the nation, has brought 
about a diversionary movement for the purpose of 
momentarily clouding the issue. It is interesting 
that he should create such a commission in an 
election year with a specific limitation in its action 
for one year—this, in spite of the monumental 
proportions of the outline of objectives. Such a 
survey could not possibly be accomplished with 
either accuracy or adequacy within less than 
three to five years. Dr. Gundersen of La Crosse, 
Wisconsin, in refusing to serve on the commis- 
sion, states, “I believe I am correct in assuming 
that the commission is designed both in its ma- 
jority membership and in its objective as an 
instrument of practical politics to relieve Presi- 


327 











dent Truman from an embarrassing position as 
an unsuccessful advocate of compulsory health 
insurance.” Significantly, the year designated for 
the commission’s study is the election year of 
1952 when the President and Congressional can- 
didates who have supported his socialized medi- 
cine proposals may find it politically expedient to 
‘ avert a showdown before the people by stating 
that the whole subject is under study by a Presi- 
dential commission, and is therefore not an issue 
in the election. I can’t say as I blame them for 
running and hiding on this issue but let us not be 
fooled by this device. Our enemy has chosen a 
strategic retreat at the moment; if given another 
opportunity in the future he will attack again. 
Let there be no misunderstanding of the fact— 
the only reasons we criticize the President’s com- 
mission are those that have been stated. The 
health needs of this country should be studied, 
and as a matter of fact they are. The Brookings 
Institution’s two-year study of the availability of 
medical service in the United States, covering 
many of the subjects mentioned in the President’s 
directive to the commission, will be completed this 
year. A new study on the financing of hospital 
care is being undertaken by the Commission on 
Financing of Hospital Care, This project is being 
underwritten by a group of five philanthropic 
foundations including the Kellogg Foundation 
and Rockefeller Foundation. Furthermore the 
studies of the Council on Industrial Health, 
Council on Medical Service, and the Committee 
on Federal Medical Service, all of the American 
Medical Association, continue. No one can say 
that our program is static, a status quo plan; 
nothing could be further from the truth. Let us 
be on guard, however, should it ever be thus 
described. The public is entitled to know the full 
truth, and I think they will get it. The public 
relations program of the American Medical Asso- 
ciation is working hard to keep our citizens in- 
formed, but they cannot do the job alone. This 
is your fight and you can do much by keeping 
abreast of the activities of your Association, and 
participating actively in your country society. 
The “let George do it” era is gone. The success 
of the American Medical Association depends 
upon two things: the interest and vigor of its 
membership, and its leadership; and the first 
pretty well controls the second. It functions as a 
democracy and its life therefore is dependent upon 
its constituents. When you criticize the office on 
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535 North Dearborn Street, first ask yourself 
whether you in any way participated in their 
policies, either actively or passively. Have you 
done anything to help? 

A few paragraphs back I stated that we were 
rapidly approaching the crest of the hill entitled 
“total voluntary health coverage.” Well, there are 
a few dangerous curves ahead, but they are well 
posted. If we use the proper caution, as we keep 
our foot on the gas, we should easily reach our 
goal, 

In rambling as I have from the direct subject 
of the hospital administrator, I hope I have not 
become so vague as to lead you to miss the point. 
It is this. That the hospital administrator of 
today is interested in more than just the running 
of his immediate hospital. He has to be. His total 
interest in the hospital field has led to better hos- 
pital service and to better hospital economics. 
Blue Cross is one of his inventions. The plan 
was conceived, organized and developed by the 
American Hospital Association, and the member- 
ship of this organization is made up of hospital 
administrators. Remember also that Blue Shield 
grew out of Blue Cross, and today the two serve 
as our weapons, as our spear and breast-plate in 
our conflict with inflation and its ravages to the 
economy of our civilization. Further, it is helping 
us to preserve and continue on a voluntary basis, 
free from governmental control, a system that is 
setting the standard for the world in hospital and 
medical care. 


And now for a few words about the medical 
staff. What are your responsibilities on the team? 
The hospital owes much to all of you, but what 
about your obligations to the hospital? In search- 
ing for the answer to some of these questions, it 
might be well to review briefly some of the accom- 
plishments in medicine in recent years. 


Back in 1910 the death of fifty to sixty mothers 
was the price paid for every 10,000 babies born 
alive in Minnesota. By mid-1951 we were losing 
only four mothers for every 10,000 live births. 
Infant deaths have been greatly reduced. In 1910 
approximately ninety-seven babies of every 1,000 
born alive in Minnesota died before reaching 
their first birthday. During 1951 only twenty-four 
babies in 1,000 died in their first year. 


As babies grow and become children, their par- 
ents no longer need fear the scourge of the deadly 
communicable diseases. Immunization, improved 
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sanitation and better medical care are responsi- 
ble for this change. 

The sulfonamides, penicillin and the newer 
antibiotics, aureomycin, terramycin and chloromy- 
cetin, are such wonderful pharmaceutical tools that 
one really wonders how we were able to practice 
medicine at all without them ten years ago. Liter- 
ally hosts of diseases for which we had no specific 
a few years ago now respond quickly to treatment. 
Advances in surgery have also been dramatic. 
Successful surgery is being performed on the 
gastrointestinal tract, the heart and lungs and the 
brain that was considered impossible ten years 
ago. The advances in the use of parenteral fluids 
including blood have been spectacular. Blood 
banks are an invention not alone of this age but 
of this decade! This fall at St. Barnabas Hospital 
one of our surgeons in the course of his research 


with parenteral feedings maintained a patient at 


a normal fluid balance and a constant weight for 
forty-three days on intravenous feeding alone. 
Every branch of medicine has had its advances 
and you have been responsible for them. The 
medical profession has much to be proud of. Its 
record is indeed a brilliant one. We are living in 
an age of medical miracles, and I for one am 
thrilled to have had the opportunity to have lived 
during it. 

The hospital administrator and the physicians 
of the staff have been going forward together. 
Medical and hospital care has been constantly 
improved, and means have been found for the 
citizens of our communities to pay for it. 

Let us return more specifically to the subject 
concerning the medical staff and its responsibili- 
ties to the hospital. Where and how do you, as 
individuals, fit into the picture I have painted? 
How do you stand in your own self-analysis as 
regards the quality of medical care you practice? 
How many surgeons here nodded their heads 
knowingly when they read Dr. Ravdin’s lead 
article in the Journal of the American Medical 
Association, a few weeks ago, wherein he dis- 
cussed the surgeon’s responsibility to the com- 
munity. It seems parts of our country are still 
somewhat plagued by the problem of splitting fees 
and the performance of “ghost surgery.” How 
many hospital. staffs in the country today are 
willing to submit to a regular professional audit 
of work performed? This has been the most suc- 
cessfully ignored recommendation of the Ameri- 
can College of Surgeons in the past thirty years. 
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Why? Why is it that so many doctors resist an 
audit of their professional activities? This ques- 
tion has bewildered many for many years. How 
many physicians who include obstetrics in their 
practice do so in a way that would make their 
medical school professors proud to have been 
their teachers? Are you patient, do you use cau- 
tion in using analgesia; is induction used spar- 
ingly and only after the mother has been given a 
fair chance of going into and proceeding through 
labor normally; is cesarean section only per- 
formed when a clear-cut defendable indication 
presents itself; are mid and high forceps used 
without adequate knowledge of their dangers? A 
great challenge continues in obstetrics, for in 
spite of the tremendous reduction in infant and 
neonatal deaths in the past twenty-five years, con- 
siderable improvement is still thought possible. 
Immaturity, the leading cause of infant deaths, 
ranks as eighth in the list of the ten leading causes 
of all deaths. In 1950 in Minnesota, 520 infants 
died from immaturity; 252 infants died in 1950 
from birth injuries. Almost as many deaths occur 
in infancy as there are in all of the next thirty- 
nine years of life. Maternal mortality in Minne- 
sota was reduced to .58 per 1,000 live births in 
1950 and still lower to .4 per 1,000 live births for 
the first half of 1951. Minnesota can well be 
proud of this record. Yet of the forty-four 
deaths that occurred in 1950, the maternal wel- 
fare committee judged that thirty-three were 
preventable. 

To what extent do you assist and participate in 
the intern-resident training program in the hos- 
pital? Does your house staff say that your train- 
ing program is giving them everything they had 
hoped it would. Do you teach in return for your 
interns’ services to your patients? Do you support 
the academic program of your hospital by regu- 
larly attending the clinical-pathological confer- 
ences, section meetings and general staff con- 
ferences. 

The hospital administrator is interested in all 
that you do, for what you do pretty well deter- 
mines the reputation of your hospital in the 
community. The hospital administrator, you see, 
has responsibilities beyond those of just running 
a good hotel. It is his job to work with those on 
the staff who will co-operate with him in main- 
taining a quality of care in the hospital. As. I 
have tried to point out, quality is your business 
and something every physician has or should have 
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the ability to give. In the hospital where the staff 
renders the highest quality of medical care and 
the administrator keeps things humming efficiently 
with warmth and understanding, we truly have 
the millenium. 


As you know our parent organizations, The 
American Medical Association and the American 
Hospital Association, have not been on the best 
of terms in all matters in recent years. As 1951 
progressed, however, the air cleared considerably, 
and a definite change in relations became apparent. 


The attitude expressed at the convention in Los 
Angeles that “there can be no exploitation of the 
doctor or of the hospital if everyone concerned 
will work together to supply the greatest possible 
good quality medical and hospital services to the 
public” indicates a new appraisal of hospital- 
physician relationships. 
were modified. 


Three major policies 


1. The threat to drop offending hospitals from 
the AMA approved list, where or when a physi- 
cian providing a professional service has been 
found to be unethical, has been lifted. 

2. The ethical dilemma of many salaried physi- 
cians has been eased to some extent. Although 
still warned against working for hospitals, medi- 
cal schools, and the like, under conditions which 
permit the sale of their services by their em- 
ployer for a fee, the real ethical test, it now 
appears clear, is whether any “exploitation” 
exists. 

3. The matter of submitting doctor’s bills as 
separate from hospital bills has been clarified so 
that the recommendation now reads “the cost of 
medical service rendered in hospitals should be 
separated from non-medical costs, as can be done 
by existing and accepted methods of cost account- 
ing, and should appear thus separated on the 
statement submitted to the patient.” In other 
words, joint bills rather than separate bills have 
AMA approval. 


Like the story of the man who called his doctor 
and said, “Please come over quickly. My wife is 
very ill. I’m sure she has appendicitis and needs 


an operation.” The doctor said, “Why, I took 
her appendix out three years ago. Who ever heard 
of a second appendix?” The fellow said, “That's 
right, doc; but did you ever hear of a second 
wife?” 

Things are changing with us also. A realiza- 
tion that we need each other, and that this is no 
time to have differences, is rapidly spreading 
among administrators and physicians alike. Hos- 
pitals are your workshops; they are mere shells 
without you. A hospital without physicians is like 
a school without a faculty. You, in turn, are like 
professors without colleges, without them. We 
are completely dependent upon each other, and it 
seems in most instances, pleasantly so, as a wife 
is to a husband. It is a happy marriage. It is a 
union we should nurture and enjoy. We have 
similar problems and purposes. We both exist to 
care for the sick. We have become so close in our 
relationship that anything that affects one quickly 
affects the other. Should government gain control 
over hospitals you would not long continue as 
completely private practitioners. If the reverse 
should occur, the change would take place even 
more quickly. Socialized medicine today would 
mean socialization of the voluntary hospital sys- 
tem tomorrow. “ 

In closing, let me again repeat the word team, 
and remind you that if we are going to win the 
game of health we are playing, we had best get 
our signals straight and play as though we at- 
tended practice regularly. Our opponents are 
sharp, well disciplined and powerful. We, how- 
ever, have the spiritual advantage. We also know 
that in spite of errors and hesitancy along the way 
we have done a pretty good job. Teammates keep 
up each other’s fight by example, encouragement 
and constructive criticism, not by back-biting. 
This is our cue. If we are going to win the fight 
to continue our voluntary system of hospital and 
medical care, we must pull together. Let’s take 
this next kickoff and really carry the ball. 





ay 


Every general hospital can speed the ultimate eradica- 
tion of tuberculosis in this country by adopting its own 
tuberculosis control program. This program should em- 
phasize at least three features: routine admission chest 
x-ray films for all patients and periodic chest x-ray films 
for personnel; isolation precautions for patients with 
sputum containing acid-fast bacilli; and provisions for 
prompt therapy of all patients found to have active pul- 
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monary tuberculosis. No matter how large or how small 
the general hospital, it can find a form of routine x-ray 
examination best suited to it. Indeed, if a general hospital 
is to provide adequate medical and surgical service to its 
patients, it must have some type of admission chest x-ray 
inspection.—SypNeEy Jacors, M.D., Diseases of the Chest, 


November, 1951. 
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MEDICAL TECHNOLOGY 


SISTER M. ALCUIN, O.S.B. 
Duluth, Minnesota 


7-7 to the time of Osler’s publication in 
1892 of “Principles and Practices of Medi- 
cine,” the average physician was expected to per- 
form practically all of the prevailing laboratory 
procedures: urinalysis, few simple blood counts, 
gastric analysis, sputum examinations and some 
simple bacteriology. About this time the interns 
appeared on the scene and in the larger hospitals 
they were responsible for the laboratory tests. 
Prior to World War I “trained workers” were 
available to a limited extent. At the close of 
World War I, the pathologist, becoming estab- 
lished, often did the laboratory work: routine 
blood counting and urinalysis, sectioning surgical 
specimens and staining them, not to speak of 
washing and cleaning his own glassware. By this 
time, society was accustomed to seeing high school 
girls—some graduates and some not—working 
with doctors in their offices and in clinical lab- 
oratories under medical supervision learning med- 
ical technology by preceptorship generally. 

According to Virchow, the seventeenth century 
was the century of the anatomical laboratory, the 
eighteenth the clinic, the first half of the nine- 
teenth the physiologic institute (first seen in Bres- 
law in 1825), and the second half the pathologic 
institute (the first being that of Virchow’s in Ber- 
lin 1856). 

About the beginning of the twentieth century, 
medicine had developed to the point where a new 
type of laboratory was indicated—the clinical 
pathological laboratory. In America it was ac- 
cepted as an entity and defined in 1924 by a joint 
committee of chemists, bacteriologists, patholo- 
gists, and physicians thus: “A clinical (patholog- 
ical) laboratory is an institution organized for the 
practical application of one or more of the funda- 
mental sciences by the use of specialized appara- 
tus, equipment and methods for the purpose of 
ascertaining the presence, progress and source 
of disease.” Its prototype first appeared on the 
continent in Leipsic in 1892, in Munich in 1894, 
and in America at the University of Pennsylvania 
in 1895. 


Sister Alcuin of the College of St. Scholastica, Duluth, 
Minnesota, is Chairman of the Public Relations Commit- 
tee of the Minnesota Society of Medical Technologists. 
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The beginning in America of the clinical patho- 
logical laboratory was a humble one. To illus- 
trate: In 1896 Johns Hopkins set aside a 12 x 12 
foot room for “extensive tests.” Its equipment 
consisted of a chair, a modest stool, some simple 
tables, wall shelves, two monocular microscopes, 
some test tubes and racks, and bottles. The doc- 
tor-director thought: “While running water and 
gas are helpful adjuncts, the ordinary water-bottle 
and spirit-lamp are all that is necessary.” There 
were major and minor objections against con- 
structing clinical laboratories in hospitals—labora- 
tories such as are now seen not only in hospitals 
but in every clinic and to some extent in progres- 
sive practitioners’ offices. In 1901, these were 
the major objections reported: they were a scien- 
tific luxury, space-consuming, expensive, and an 
imposition on an already busy hospital intern; 
the minor: the fear that patients might drink some 
of the poisonous laboratory reagents, and some 


of the staff members might appropriate laboratory 
equipment. 


Relative to costs, again taking Johns Hopkins as 
typical, the director said at the time of the erec- 
tion of the 12x12 foot room: “I have carefully 
gone over the bills connected with the establish- 
ment of the laboratories . . . and find that $300.00 
will fully equip such a laboratory.” And then, 
with respect to maintenance: ‘Maintenance of a 
laboratory can well be accomplished on $50 a 
year.” 


In the past half century, every feature of the 
clinical pathological laboratory has changed to take 
on new proportions. Modern laboratory equip- 
ment is expensive and so is the maintenance of a 
laboratory. Particularly is the personnel a 
changed picture. In the American College of 
Surgeons’ move to standardize hospitals, Mac- 
Eachern indicated in 1925 that the hospital’s effi- 
ciency depended on the role of the pathologist 
and hence on the clinical pathological laboratory. 
Medical practice has confirmed MacEachern’s 
statement. The twenty-five years that have passed 
since this commitment have given proof that any 
doctor’s efficiency is dependent on the availability 
of a reliable laboratory. During the first quarter 
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of this century, while the tests were relatively 
simple and few, the physician could manage not 
only to get them done but even to interpret them. 
During the past twenty-five years, however, the 
field of the clinical laboratory has greatly broad- 
ened, and there has evolved the clinical pathologist. 
As pointed out in 1925 by John Kolmer, M.D., 
making the routine tests was not elevating clin- 
ical pathology to a specialty, any more than doing 
the work of a well-trained nurse was practicing 
medicine. So further evolution brought into 
being, as an auxiliary to pathology, the profession 
of medical technology and the medical technolo- 
gist. 


In the light of present-day understanding, what 
is medical technology? The poorly informed 
think it merely a transition from high school to 
being a helper in a doctor’s office; others regard 
it as a transition from high school to being a 
nurse. It is neither. Medical technology is a pro- 
fession in which the members learn and utilize the 
scientific principles that stem from the fields of 
chemistry, mathematics, physics and the biological 
sciences, principal of which are zoology, parasitol- 
ogy, bacteriology, anatomy, physiology, histology, 
hematology and immunology, to recognize facts 
helpful to the doctor in making a diagnosis. 


Webster defines “profession” as an “open dec- 
laration,” a “calling” or “vocation especially 
not mechanical.” Thus, medical technology is 
a calling—a natural desire to follow a walk 
of life that is scientific, more or less routine, 
demanding skill especially of the hands, an abun- 
dance of perseverance, and, as in fields of exer- 
tion, reasonably good physical health and mental 
and emotional soundness. A “‘technician” is often 
confused with a “technologist.” A “technician” 
can be defined as “an operator of machines.” A 
technologist has the “logus” as well as the ability 
to operate machines. More often than not a med- 
ical technologist still has to answer to “techni- 
cian,” “laboratory worker,” “laboratory techni- 
cian,” “medical technician,” all of which the prop- 
erly trained medical technologist is not. Someone 
has said: “They call anybody from a psychiatric 
social worker to a medical stenographer a medical 
technologist.” It is unfortunate, but this is true. 
Who is the medical technologist? She (he is the 
exception) is an individual, well versed in ‘the 
scientific principles mentioned already, so that she 
can apply them to various technical procedures and 
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uncover basic facts that, aid the doctor directly 
or indirectly in the practice of medicine and 
medical research. The medical technologist is one 
who makes it possible to give the necessary sery- 
ices in chemistry, bacteriology, and the several 
other fields from which medicine draws without 
employing an identical number of specialties to 
handle adequately the respective sciences. In other 
words, it is she who creates somewhat of a para- 
dox in science: more specializing with less special- 
ists. This is the mid-century concept of the term 
medical technologist. Physicians now admit that 
their high esteem for the profession of medical 
technology comes from the reliance they can place 
on the help of the properly qualified medical tech- 
nologist. They assume that the acquired data is 
carefully obtained, the realization of which the 
medical technologist is aware. It makes the med- 
ical technologist and physician co-partners in shar- 
ing the moral responsibility of the patient. Should 
a pathologist play a part in the service, then the 
medical technologist completes a trio, and her dig- 
nity lies in being entrusted with the professional 
responsibilities of both. This brings us to the 
current problem in medical technology, the sec- 
ond crisis in its history. 

The first crisis in medical technology came im- 
mediately after the close of World War I, when 
in the rush to become standardized, hospitals, 
spurred on by the American College of Surgeons, 
set up clinical pathological laboratories in their 
institutions. A shortage of pathologists to direct 
them became apparent, but a greater shortage of 
laboratory assistants was still more apparent. 
Organization was established among the pathol- 
ogists and about 1921, the American Society of 
Clinical Pathologists was created to be climaxed 
by the establishment of the Board of Pathology 
in 1935. Once the clinical pathologists were or- 
ganized, they began to organize their assistants, 
then variously labelled but generally identified as 
laboratory technicians. This era with its scarcity 
of laboratory technicians was marked by chaos 
and confusion among them. 


The second crisis in medical technology is the 
one we are experiencing now as the aftermath of 
World War II. It, too, is earmarked by a scarc- 
ity of medical technologists, and by confusion. 
This time, however, the confusion is not limited 
to the laboratory workers; it includes the public 
as well. The scarcity of medical technologists 
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stems from the greater use of the clinical labora- 
tory because of the effectiveness and accuracy of 
the laboratory in establishing diagnosis as dem- 
onstrated already in World War I but greatly 
emphasized in World War II. And the second 
of the principal reasons is that this is the genera- 
tion of medical men trained to practice in terms 
of laboratory findings. In the first crisis, “schools” 
mushroomed into existence and, among others, 
substandard laboratory technicians appeared. The 
Registry of Medical Technologists of the Ameri- 
can Society of Clinical Pathologists, to be 
described later, came to the rescue. It aimed to 
curb the training of laboratory technicians pretty 
much as the American Medical Association aimed 
to curb the “diploma mills” that turned out in- 
competent doctors, pharmacists, and the like. 

Its story is this: In October, 1922, the first 
public pronouncement regarding the desirability 
of proper training and classification of medical 
technologists was made by a member of the Min- 
nesota State Medical Association at the annual 
meeting of that Association. Six years later, 
while the American Society of Clinical Patholo- 
gists was nationally convened in Minneapolis, that 
earlier proposed plan of a “central control body” 
for medical technologists crystallized into what is 
now known as the Board of Registry of Medical 
Technologists of the American Society of Clinical 
Pathologists ; in brief, the Registry (ASCP). 

The Registry (ASCP) is a standardizing board 
in medical technology, being originally composed 
of six pathologists but since 1950 of nine mem- 
bers, the three additional being medical technolo- 
gists certified originally by the Registry. After 
nearly a quarter century of operation the Board 
carries on practically the same now as_ when 
originally designed. Its purpose is to screen the 
unfit from attempting training for medical 
technology, and to closely watch the training of 
the accepted student as to school, curriculum, and 
quality of performance. Epitomizing the purpose 
of its existence, it is to ensure competent, 
ethically-trained and ethically-minded personnel 
for medical technology and to safeguard that 
profession, The quarter century of its existence 
has proven that it has fulfilled its purposes with- 
out political influence, or personal ambitions on 
the part of its personnel. It has operated purely 
on a voluntary basis. Those submitting to its 
jurisdiction have done so on their own volition. 
The plan of operation of the Registry has been 
Apri, 1952 


so successful that it now enjoys the endorsement 
of the American Medical Association, the 
American College of Surgeons, the American 
Hospital Association, the Catholic Hospital 
Association, and leading educational institutions 
associated with medical schools and colleges, be- 
sides the American Society of Clinical Patholo- 
gists. 


According to Registry standards, to hold a 
certificate from that agency the candidate must 
have met the minimum pre-technical and technical 
training requirements. The minimum pre-technical 
requirement consists of two years of college work 
following a prescribed curriculum, and_ the 
technical, twelve calendar months in an “approved 
school” of Medical Technology which now means 
a clinical laboratory endorsed for training medical 
technologists by the Council on Medical Education 
and Hospitals of the American Medical Associa- 
tion. However, most. of the “approved schools” 
—and there are about 450—have minimum college 
requirements of their own consisting of at least 
three years of college work preceding the year’s 
technical training, and all leading to a college 
degree. The final hurdle is the successful writing 
by the candidate of a nationally conducted 
examination, prepared or edited by a member of 
the Registry, administered by authorized proctors 
throughout the United States and machine scored 
by a salaried expert. This examination paper, to- 
gether with the college transcript, the application 
blank properly endorsed, and other credentials re- 
main filed in the Registrar’s office of the Registry. 
The endorsement of the application blank bears 
subscription to a Code of Ethics promising among 
other things not to operate an independent clinical 
pathological laboratory otherwise com- 
mercialize his practice of medical technology. 
Certification is given the successful candidate in 
the form of a written document signed by the 
Registry officials and with the right to affix to 
his name the insignia M.T. (ASCP)—M.T. only 
before 1941. 


nor 


The first insignia issued by the Registry was 
L.T., meaning laboratory technician, while a 
choice few were given M.T., but in 1936 a ruling 
went into effect that M.T. would be the only in- 


signia. By 1941, it became necessary to differenti- 
ate medical technologists certified by the Registry 
(ASCP) and others. The following Registry 


notice of 1941 explains the issue: 
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Notice to Registered Medical Technologists Holding 
Certificates from the Registry . . . In order to differentiate 
the original M.T.s who hold a certificate from the 
Registry of Medical Technologists of the American 
Society of Clinical Pathologists from those who affix 
the same letters to their names and are thus trying to 
confuse the public, it is proposed that all those medical 
technologists who are identified with the Registry be 
urged to write after their M.T., ASCP in parenthesis, 
thus M.T. (ASCP) which clearly indicates that they 
are recognized by the American Society of Clinical 
Pathologists. 

Registered medical technologists (ASCP) are entitled 
to protection from unwarranted intrusion of a group of 
technicians whom we think are not ethically entitled 
to the designation (M.T.) which by common usage and 
consent has been the property of the American Society 
of Clinical Pathologists for more than ten years. 


When the Registry first proposed certification 
of medical technologists, 350 laboratory tech- 
nicians applied for certification The number 
certified was small but with time increased rapidly 
so that in 1936 there were at least 3,500; by 
1941, nearly 10,000, by 1945 nearly 12,000 and 
by 1951 nearly 20,000. For the 20,000 that are 
on the roster of the Registry it is safe to assume 
another 20,000 are not on that Registry roster. 
Some have never been enlightened about the 
Registry although qualified to register; others 
have been misinformed, and a third group of non- 
registrants (ASCP) have objectives that are 
questionable. But with respect to all those outside 
of the Registry and the professional organization 
for its registrants it has been said: “At the ex- 
pense of those who are registered (ASCP), those 
who are qualified and have not registered are no 
doubt reaping where they have not sowed.” 

The professional organization for medical tech- 
nologists came into being June 13, 1933, at 
Chicago with a roster of some twenty members. 
It is known as the American Society of Medical 
Technologists, abbreviated, ASMT. It soon be- 
came a corporate body according to the statutes 
of the State of Michigan. In 1947, it was re- 
organized under a system similar to that of the 
American Medical Association and the American 
Nurses Association, in that constituent societies 
exist according to states, and district societies of 
medical technologists within the states. Under 
the new plan, it grew rapidly and is now approach- 
ing a membership of 10,000. The first editions of 
its official bimonthly organ known as The Journal 
of Medical Technology, appeared in early 1935. 
It is now in its seventeenth volume. 

Through the concerted efforts of the pro- 
fessional organizations of the registered (ASCP) 
medical technologists, commissions have been ob- 
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tained for qualified medical technologists in the 
United States army and air forces; civil service 
ratings have been adjusted in their favor and are 
spiralling toward a point equitable with their 
training; politics have been kept out of medical 
technology, licensure has been controlled, and 
medical technologists are gaining voice in the 
determination of their own policies. 

The confusion characterizing in part this second 
crisis in medical technology has resulted from 
initial opposition to the Registry (ASCP) and 
its activities by groups which have since merged 
their interests and have grown into formidable 
organizations. In 1935 their representatives said 
of the Registry: 


The promised boycott in a few years of all technicians 
who fail to register in the Registry of Technicians and 
subscribe to its requirements in order to work in a 
hospital approved by the AMA is a threat. This is a 
minority move to coerce the technician and blind him 
so that he will not seek true standards. 

And recently they referred to what appears to be 
Registry policies as a “system of controlled dictatorship 
among hospitals and schools.” 


The first organization to make its appearance 
was the counterpart of the Registry known as the 
American Medical Technologists, the AMT. Then 
followed an organization to become the counter- 
part of the American Society of Medical Tech- 
nologists, the ASMT. This second organization 
called itself the American College of Medical 
Technologists, the ACMT. For “approved 
schools,” the counterpart became “accredited 
schools,” and now the expressions: registration, 
registered medical technologist, examination, 
journal, code of ethics, and other parlance are 
used as glibly by those outside the recognized 
institutions as by those with whom such expres- 
sions originated. No attempt to protect them- 
selves by law has been made by the Registry, or 
the ASMT save to become corporate bodies. No 
recourse has been had to legislation to protect 
objectives afd terminology. Thus in 1940 the 
Journal of the American Medical Association 
review the activities up to that time: 


.. . Within the past six months one C. A. Bartholo- 
mew of Red Bank, N. J., who has never himself been 
registered, began to circularize the medical laboratory 
technicians of New England asking them for a fee of 
$5 to join the “American Medical Technologists” and 
offering to bestow the title M.T. by virtue of a charter 
from the state of New Jersey. As far as we know, 
this movement is not supported or authorized by any 
scientific body. The promoters seem, moreover, to 
have undertaken the task of passing on the competence 
of training schools for medical technologists. In this 


MINNESOTA MEDICINE 


they 
comm 
appro 
Hospi 
old te 
Gradt 
eligib! 
welco 
Indee 
repor' 
at re 
Coun 
unaut 
scient 
for t 
Amer 
of C 
wher« 
wome 
of t 
cours 
(Mar 


Mont 


Th 
of N 
ASM 
Mich 
since 

a 
appre 





MEDICAL TECHNOLOGY—ALCUIN 


they seem to be abetted by the proprietors of some 
commercial schools which have not themselves been 
approved by the Council on Medical Education and 
Hospitals and the Registry. This would seem to be the 
old technic of having one soiled hand wash the other. 
Graduates from these unapproved schools who are in- 
eligible for the Registry’s examination seem to be 
welcomed into the “American Medical Technologists.” 
Indeed, a teacher of one of these schools has, it is 
reported, solicited its graduates to join this organization 
at reduced rates. Complaints have come to both the 
Council and the Registry against the efforts of this 
unauthorized and irresponsible body to undermine the 
scientific and ethical standards that have been set up 
for the practice of this important vocation by the 
American Medical Association and the American Society 
of Clinical Pathologists. Certainly physicians every- 
where will do their utmost to inform young men and 
women who contemplate a career in medical technology 
of the hazard that lies in participation in such 
courses or organizations—J.A.M.A., 114:1269-1270 
(Mar.) 1940. 


Recapitulation 


The Recognized Institution 

The registry (ASCP). 
Established and _ incorpo- 
rated in Colorado in 1928. 
Operating out of Muncie, 
Indiana, under the chair- 
manship of Dr. Lall G. 
Montgomery. 


The American Society 
of Medical Technologists, 
ASMT, incorporated in 
Michigan and functioning 
since 1933. 


Its Counterpart 

he American Medical 
Technologists, AMT. Es- 
tablished in New Jersey 
about 1940. Operates out 
of Easthampton, Massa- 
chusetts, under thé secre- 
taryship of Mr. C. A. 
Bartholomew. 


The American College 
of Medical Technologists, 
the ACMT, established 
and incorporated in New 
Jersey in 1942. 


“Approved Schools’— “Accredited schools”— 
approved by the Council accredited by the Council 
on Medical Education and on Education, Qualifica- 
Hospitals of the AMA. tions, and Standards of the 

American College of Medi- 
cal Technologists. 


Registration examina- 
tions prepared and/or 
edited by members of the 
Board of Registry 
(ASCP). 


Registration insignia for 
successful candidate: 
“M.T. (ASCP).” 


Official organ: The Official organ: 
American Journal of of American 
Medical Technology. Technologists. 


Registry | examinations 
prepared by an “impartial 
beard of qualified 
examiners.” 


insignia : 


Registration 
*M.T.” 


‘ 
4 


Journal 
Medical 


The American Medical Technologists, created 
a decade after authorized organizations became 
accepted entities, and the American College of 
Medical Technologists, also a decade too late to 
be the authorized one, are interrelated and inter- 
dependent organizations. The members of both 
call themselves registered medical technologists 
but the whole regimen is autonomous—these 
“registered medical technologists” set their own 
standards, give their own examination, issue their 
own certification, work under a Code of Ethics 
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which permits them to operate independent labura- 
tories, without the direct supervision of a doctor 
of medicine. Contrast this with the manner in 
which medical technologists (ASCP) conduct 
themselves. They have worked with considerable 
dependence on the medical doctors but are gaining 
their autonomy in proportion to the merits they 
manifest. They are conscious of the need of the 
protection of the medical profession—they are 
the personnel that have come into the sheepfold 
by the right path. They hope only to serve medi- 
cine ethically. They have their rights and 
privileges but they also assume their responsi- 
bilities. Now their rights and privileges are to 
have the sanction of the medical profession in 
gaining recruits, in establishing a gradation of 
preparation, in establishing institutions for 
training at various levels in the profession, and 
in soliciting the discriminating eye of the medical 
man in employment. It is no longer enough to 
ask: Are you registered? but, Are you registered 
ASCP? There is a difference. 


Minnesota was the first state in the union to 
inaugurate a collegiate course in medical tech- 
nology. This course was instituted at the Univer- 
sity of Minnesota in 1923. Minnesota is the only 
state in the world that has all its approved schools 
on the collegiate basis leading to a bachelor’s 
degree with a major in medical technology, or the 
degree wholly in medical technology. These 
schools are the University of Minnesota; Minne- 
apolis General and Ancker Hospitals affiliated 
with the University of Minnesota; the Chas, T. 
Miller Hospital affiliated with Macalester College, 
Saint Paul; the Swedish Hospital, Minneapolis, 
with Gustavus Adolphus College, St. Peter; St. 
Luke’s Hospital, Duluth, with Hamline University 
(originally, but admits students from other 
institutions of higher learning); St. Mary’s 
Hospital, Duluth, with the College of St. 
Scholastica; and St. Cloud Hospital, St. Cloud, 
with St. Benedict’s College. Minnesota stands 
first in having the school with the largest enroll- 
ment in medical technology in the world. This 
is the University of Minnesota which annually 
averages some fifty graduates. Lastly, Minnesota 
is the leading state in the nation for organization 
and activity among its medical technologists of 


which there are about 240 M.T.s (ASCP) 
The state organization of medical technologists 
(Continued on Page 362) 
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ACUTE LARYNGOTRACHEOBRONCHITIS 


F. G. FOLKEN, M.D. 
Albert Lea, Minnesota 


F ageatring laryngotracheobronchitis is a clinical 

entity occurring in infants and young 
children but which has only been recognized as 
such during the past decade or so. It may occur 
epidemically..* The disease is rarely seen in 
adults, the almost universal incidence in children 
being explained by the fact that the infantile 
larynx is especially susceptible to reflex spasm, 
is much less rigid and more easily collapsible than 
in adults, and there is much more inflammatory 
edema in proportion to the diameter of the lumen, 
the airway being diminished considerably more 
than in adults. Children also have a lower im- 
munity to respiratory diseases.‘* The condition 


is frequently unrecognized or inadequately treated 
as a laryngitis, tracheitis, bronchitis, or common 
cold but is actually a serious, prostrating and 
sometimes fatal disease. 

The etiology is unknown but there is usually 
a mixed infection, two or more types of bacilli 


commonly being involved and accounting for the 
frequently overwhelming infection and toxemia. 
Hemolytic streptococci, streptococci viridans, 
staphylococci, pneumococci, influenzal bacilli, or 
Friedlander’s bacilli may be present. Some cases 
appear of viral origin.’* Some believe that a 
preliminary virus infection paves the way for a 
pyogenic invasion.2, An _ ulcerative tracheo- 
bronchitis may complicate a typical pneumonia.’ 
Emery* reports that, in a series of 332 cases, 
many of the children were what the layman 
usually considers a healthy child—overfed, over- 
weight, with red cheeks and fat thick limbs. These 
babies were so often admitted to the hospital the 
following winter with croup that this condition 
was often called the “croup physique.” His ob- 
servation indicated that laryngotracheobronchitis 
occurs more frequently and with greater severity 
in overweight children. The condition is a cold 
weather disease, the incidence being much greater 
with sudden weather changes than with continued 
cold. This is believed to be partly a result of 
the suddenly increased heat and lowered humidity 
in houses. Nasal catarrh develops; and the con- 
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sequent mouth breathing, by permitting the dry 
air to impinge directly upon the larynx without 
being previously moistened in the nasal passage, 
produces a dry, scratchy throat especially sus- 
ceptible to bacterial invasion. 

Pathologically, the disease is an acute infection 
of the larynx, trachea and entire bronchial tree. 
The pharynx may also be involved in severe 
cases. The mucosa and wall of the larynx, 
trachea, bronchi and_bronchioles are acutely in- 
flamed, swollen and edematous. The vocal cords 
are red and edematous. Thick, viscid pus may be 
seen oozing out between them. A purulent, sticky, 
gummy secretion forms and may fill the entire 
lumen of the trachea and bronchi down to the 
finer ramifications. Scattered patches of atelec- 
tasis, congestion and consolidation may be found 
in the lungs at autopsy and a purulent exudate 
squeezed from their cut surfaces. 

The onset of the disease is usually abrupt in 
an infant who has been in contact with another 
child or an adult having an upper respiratory in- 
fection. An afebrile acute rhinitis and pharyngitis 
develops and is accompanied by a dry, croupy 
cough. After a few hours or days, the tempera- 
ture suddenly rises and severe respiratory 
symptoms develop. The child becomes hoarse, 
develops an inspiratory crow, and expiratory 
wheeze and may become seriously dyspneic. 
There may be extreme toxemia and prostration. 
There is a characteristic inspiratory retraction of 
the suprasternal and infrasternal notches, the 
intercostal spaces and the epigastrium. Progres- 
sive restlessness and cyanosis develop as a result 
of the anoxemia. Cough is constant but usually 
unproductive even in older children because of 
the thick secretion. Dehydration, prostration and 
finally complete and usually fatal collapse develop, 
the child being in an anoxic coma with its entire 
energy spent in breathing. 

Physical signs are not diagnostic except for 
the inspiratory crow. Physical examinations show 
the conditions just described and should be mini- 
mized. Moist rales are common. Fine, sticky 
rales indicate alveolar involvement but the in- 
spiratory stridor often obscures breath sounds. 
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Absent breath sounds and impaired percussion 
resonance indicate areas of atelectasis. Labora- 
tory findings are not helpful diagnostically, and 
pulmonary roentgenograms only show _ the 
some pulmonary complication. 
Bronchoscopic examination shows an inflamed and 
edematous larynx with only a small posterior 
opening between the cords, The trachea is found 
to be inflamed, edematous and filled with a thick, 
gummy mucus which may rapidly dry into crusts 
obstructing the trachea or main bronchi. 


presence of 


Laryngeal diphtheria is the only condition 
closely resembling acute laryngotracheobronchitis 
and can usually be eliminated by throat smears, 
cultures and laryngoscopic examination. Laryngo- 
tracheobronchitis is differentiated from simple 
spasmodic croup by the persistence of symptoms 
after the usual palliative treatment. Location of 
the obstruction is indicated by the degree of re- 
cession of the soft parts; the greater the re- 
traction, the higher the obstruction. Inhalation 
of a foreign body is differentiated by the history, 
auscultation and chest fluoroscopic examination or 
roentgenograms. The diagnosis is based upon 
recognition of the presence of obstructive dyspnea 
and a serious emergency. It should be obvious 
with the advent of increasing dyspnea, restless- 
ness, fever and cyanosis. The prognosis is al- 
ways serious, there being almost 100 per cent 
mortality in untreated cases, 70 per cent in those 
partially treated, and 9.2 per cent at best.**?* 
The age group has been found important prog- 
nostically, the highest incidence of the disease 
being in children about two years old and 87 per 
cent of all deaths in those under four years of 
age. About 65 per cent of patients are males. 

It may be difficult to decide whether the child 
should be treated at home or hospitalized. The 
latter is best, as proper treatment can only be 
provided in a well-equipped hospital. If home 
treatment is attempted, the patient should be 
promptly hospitalized if the condition does not 
improve in a few hours, if the cry is hoarse or 
husky, or if there is evident retraction about the 
chest. Apparent relief after vomiting is often 


only temporary, the child soon becoming worse. 


Treatment is based upon the etiology and 
pathology of the disease. Infection must be com- 
bated, secretions loosened and removed, and sup- 
portive measures provided. A humid atmosphere 
of steam is essential to thin the thick secretions, 
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the room temperature being kept as near normal 
as possible. A steam tent or room is usually best, 
two or three steam kettles generally being neces- 
sary. Mechanical humidifiers in an ordinary 
room are preferable if available, as they provide 
moisture without making the room uncomfortably 
hot. The appearance of cyanosis indicates a need 
for oxygen. This should be well moistened when 
used as it otherwise causes the respiratory 
secretions to become undesirably dry. It is best 
given in an open top tent. Weinstein’ recom- 
mends the use of humidified cool oxygen in place 
of the steam croup tent, and a helium-oxygen 
mixture instead of straight oxygen. Many 
strongly feel that sedation should not be used,’° 
but it may be necessary for children who are easily 
frightened. It must be carefully administered 
because of the danger of unduly suppressing the 
cough reflex and respiratory rate. Small doses of 
phenobarbital are preferred if sedation is neces- 
sary.* Codeine sulphate should not be used as it 
increases the viscosity of the sputum.  Anti- 
histaminic drugs are contraindicated. 

Secretions may be liquefied by -the use of 
calcidine gr. ii or five drops of a saturated solution 
of sodium iodide three times a day to a two-year- 
old child and three drops to a patient one year old. 
Because of the efficacy of carbon dioxide in 
liquefying bronchial secretions, the use of a 2.5 
to 4 per cent mixture of this gas with 20 per cent 
oxygen in a tent has been suggested.1° Ex- 
pectorants are not recommended for general use 
though ipecac in emetic doses may sometimes be 
helpful. Frothy or mucoid secretions in the 
nasopharynx or throat should be gently suctioned 
out. James® reported dramatic results from the 
use of atropine sulphate gr. 1/400 subcutaneously 
every three hours in four infants extremely ill 
with acute tracheobronchitis and who had not 
responded to treatment with penicillin or sulfa- 
diazine. Improvement was immediate, sputum 
diminishing, breathing becoming easier and the 
cyanosis disappearing. One less seriously ill child 
responded similarly to Tr. belladonna by mouth. 
The atropine injections were continued until all 
crepitations had disappeared from the chest. 
Lamont® and Logan advise against the use of 
atropine sulphate in these cases, however, as it 
increases the viscosity of the sputum. 

Hydration is most important. Fluid should be 
given subcutaneously or intravenously if it can- 
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not be taken by mouth, at least 60 cc. per pound 
of body weight being given infants every twenty- 
four hours. Older children require about 30 cc. 
per pound. One or more blood transfusions of 
100 to 150 cc. each may be necessary to combat 
infection and support the patient. Logan’® states 
that the use of concentrated blood plasma or blood 
serum for its dehydrating effect upon laryngeal 
edema has not been effective. Nutrition should 
be maintained, food being given as desired and 
usually in liquid form. Throat cultures are im- 
portant, material being obtained by a suction 
apparatus, 

Vigorous chemotherapy or antibiotic treatment 
is most important but varies with the case, de- 
pending upon the etiologic bacterial organism. 
Time cannot be taken to isolate it however. Im- 
mediate combined treatment with penicillin, 
streptomycin and aureomycin or chloromycetin 
should therefore be started.t Sulfonamide drugs 
are still valuable treatment aids, sulfadiazine being 
preferable, but the three mentioned antibiotics 
will control practically all bacteria which may be 
present without causing possible urinary com- 
plications. Penicillin should be given intra- 
muscularly every two or three hours or con 
tinuously in a vein. Recommended dosage for a 
two-year-old child is 200,000 units divided into 
eight doses daily. Penicillin may also be given in 
large doses orally. Streptomycin in doses of 0.8 
to 1.0 gm. daily, divided into four to eight doses, 
has been quite effective against the Hemophilus 
influenzae. A daily dose of 0.5 gm. is sufficient 
for a one-year-old infant. Moncrieff and Weller’? 
report excellent results following the administra- 
tion of chloromycetin 0.25 gm. three times a day 
for four days, starting a few hours after 
tracheotomy. About eight hours is_ usually 
required to obtain adequate blood levels from anti- 
biotics to produce improvement. Cortisone 60 to 
80 mg. intramuscularly q 8 hrs. has been used 
on recent cases and undoubtedly shortens the 
period of recovery. 

Tracheotomy is indicated if the child has not 
improved one hour after admission to hospital," 
or if the dyspnea increases and laryngeal ob- 
struction becomes more marked in spite of treat- 
ment. It should preferably be done by trained 


operators. Some patients are so seriously ill upon 
admission that 
indicated. 


immediate tracheotomy is 


Extreme restlessness, cyanosis and 
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fatigue also indicate tracheotomy. This operation 
is preferred to intubation and is best done after 
a preliminary bronchoscopic examination and 
sucking out crusts and secretions. Intubation and 
laryngeal suction only relieve upper obstruction 
and do not affect the inflammatory swelling or 
secretion in the trachea or bronchi. Aspiration 
can only be done intermittently by bronchoscope. 
Care must be exercised to so place the incision 
that the tracheotomy will not irritate the subglot- 
tal region.*° Delayed tracheotomy increases the 
likelihood of pneumonia. Special day and night 
nurses are advisable before tracheotomy and im- 
perative afterwards. The high reported mortality 
after tracheotomy in-these cases can be avoided 
by careful postoperative treatment. It is gen- 
erally agreed that the operation should be done 
over a bronchoscope or other laryngeal airway. 
The air entering the tracheotomy tube after oper- 
ation must be kept moist to help prevent the for- 
mation of crusts in the trachea, the same methods 
being used after operation as before. Albers? 
reports most satisfactory results from the use 
of a nebulizer attached to a rubber tube carrying 
oxygen, the lower end being applied to the 
tracheotomy opening by a flexible rubber hose. 
A small rubber nipple with the teat cut off 
has also been satisfactory for this puropse 
and even life saving.2° The bronchoscope should 
not be inserted more than 2.5 cm. beyond the 
cords. The suction catheter should be used fre- 
quently and freely. This is contrary to most 
authorities. Their advice is not to insert the 
catheter beyond the end,of the tracheotomy tube. 
Moist saline compresses over the tracheotomy 
tube, injection of steam into the oxygen tent, or 
the periodic instillation of a few drops of saline 
or warm mineral oil into the tube may all be 
tried. 


The early recognition of acute laryngotracheo- 
bronchitis and elective treatment rather than 
emergency efforts to relieve terminal asphyxia 
greatly increase the probability of obtaining sat- 
isfactory results from treatment. 


Case Report 


G. K., aged three, was hospitalized on January 11, 
1948, because of labored breathing with intermittent 
cyanosis, hoarseness, elevated temperature, and a gen- 
eral toxic appearance. Five days prior to entering the 
hospital the child developed nausea and vomiting and a 
low grade fever. The following day he had a moderate 
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diarrhea. Examination in the office by the family phy- 
sician revealed slight injection of the pharynx; there 
was a slight cough, the abdomen was slightly tender, 
temperature was 99.4°, pulse 100, respirations 22, and 
no pulmonary involvement existed. 

In the following thirty-six hours he seemed to be 
normal except for a slight cough. That evening he 
developed a hoarseness, and the temperature was 101°. 
Steam inhalation and a cough medicine (cheracol) 
seemed to give relief until 2:00 a.m., when he developed 
a persistent dry hoarse cough; the temperature was 
102.4° and the breathing was more rapid and heavy. 
He was again seen by his physician at 11:00 am. At 
this time the child was listless and appeared toxic. 
His temperature was 102.4°, pulse 100, respirations 28; 
his voice was husky, the pharyngeal mucosa was injected 
with some mucoid exudate on the posterior wall, and 
a definite stridor existed over the laryngeal tracheal 
area which obscured other chest sounds. Penicillin 
300,000 units was given intramuscularly. At 1:45 p.m. 
the mother reported that the child had grown worse 
and at times was gasping for breath. Immediate hos- 
pitalization was advised and carried out. 

At the time of entry the child had a temperature of 
102°, pulse 140 and respirations 38. He was well nour- 
ished but had a definite toxic and fatigued appearance, 
laboring desperately to obtain air. 

Diagnosis: Acute laryngeal tracheal bronchitis. 

Tracheotomy was immediately performed but under 
difficulty. The trachea had collapsed due to cessation 
of breathing. Aspiration via the tracheal opening ex- 
pressed a large amount of heavy purulent mucus and 
breathing was restored by artificial respiration and the 
use of oxygen. 


Postoperative treatment consisted of penicillin, strep- 
tomycin and calcidine therapy, room humidifiers, fre- 
quent cleansing of the inner tracheotomy tube, repeated 
suction via rubber catheter inserted through the outer 


tracheotomy tube and the constant attention of trained 
nurses. 


Recovery was at times rather stormy but rapid and 
complete. The tracheotomy tube was removed on the 
fifth postoperative day and the patient was dismissed 
from the hospital on the eighth day. The tracheal 
wound had closed with the exception of the overlying 
skin. Breathing was free and normal, and the voice was 
clear and distinct. 


Comment 


This case was chosen as the most typical one 
of twenty-eight patients seen by me during the 
past four- years, all requiring tracheotomy except 


six. There were three deaths. Two occurred 


postoperatively, and one in a patient in whom 
tracheotomy had been performed after breath- 
ing had stopped while on the way to the operat- 
ing room. The child could not be revived by 
artificial respiration, the use of stimulants or 
oxygen. 

Each case is a distinct problem in itself. Some 
patients take on a rather uneventful course and 
require only a moderate amount of attention. 
This is usually true in patients who have not 
reached the desperate stage prior to operation. 
Others present little time for operative procedure 
because of their critical condition and therefore 
not only make the operation more difficult but 
also have a more stormy convalescence, requir- 
ing more intensive nursing care and intravenous 
and subcutaneous treatment to combat the infec- 
tion and dehydration. 
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ROUTINE CHEST EXAMINATIONS IN A PRIVATE GENERAL HOSPITAL 


J. P. MEDELMAN, M.D., and JOHN F. BRIGGS, M.D. 
Saint Paul, Minnesota 


N NOVEMBER, 1950, a program was in- 
stituted calling for routine roentgen examina- 
tion of the chests of all persons admitted to St. 
Joseph’s Hospital in Saint Paul. This report is 
prepared in the belief that our experiences, re- 
viewed after one year of operation of the plan, 
will be of interest and of value to other groups 
and individuals concerned with such programs. 
The need and benefits of chest surveys, in 
general, and for hospitalized persons, in par- 
ticular, are generally accepted. Prior to the 
institution of the routine examination at St. 
Joseph’s Hospital, an intern and a nurse, who 
previously had negative tuberculin reactions, 
became seriously infected with pulmonary tuber- 
culosis during one year. Both recovered after 
prolonged treatment but the experience proved to 
the hospital authorities the great responsibility of 
discovering infectious tuberculosis in patients ad- 
mitted to the institution. The next requirement 
was to interest the hospital staff in the project. 
Both of us were deeply concerned with the prob- 
lem. We arranged a staff meeting at which Dr. 
Jay A. Myers of Minneapolis discussed the impor- 
tance of the procedure. It had been anticipated 
that the staff physicians of the hospital might 
object to the plan on the grounds of generally 
high hospital costs. However, there was a very 
favorable reaction to Dr. Myer’s speech. In gen- 
eral, the staff supported the proposal to x-ray the 
chests of all persons admitted: 


St. Joseph’s Hospital has approximately 10,000 
admissions yearly, exclusive of the pediatric serv- 
ice. It was decided that a survey for detection of 
pulmonary disease could ‘be best accomplished by 
photofluorograms rather than standard sized films. 
It was further decided that 4 by 5 inch film best 
meets the necessary compromise between cost and 


diagnostic reliability. Incidentally, films of this 
size are easy to process, do not take unreason- 
ably large filing space and are readily available 
for future study after filing. Previous experience 
by one of us (J.P.M.) had shown that the photo- 
roentgen machines routinely offered by the manu- 
facturers were not entirely satisfactory for ex- 
A 300 milliampere 


aminations of all patients. 
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transformer was specified when ordering the unit, 
in contrast to the 200 milliampere transformer 
ordinarily furnished. The results have been bet- 
ter than expected not only for large patients, diffi- 
cult to radiograph, but also for average individ- 
uals. The exposure time can be made short in 
all cases, as an abundance of electrical power is 
available, 

The photoroentgen- unit at St. Joseph’s Hos- 
pital is located about 150 feet from the admitting 
office. We feel very strongly that even this short 
distance is a distinct disadvantage in that it re- 
duces the number of admission films obtained. 
Ideally, the unit should be adjacent to the admit- 
ting office or, even better, should be directly con- 
nected with that office. A compromise must be 
made in existing plants. New hospital buildings 
of 150-bed capacity or more should be planned 
with space available to the admission department 
for a photoroentgen unit. Smaller institutions 
might be better off by making 14 by 17 inch roent- 
genograms in the established roentgen department. 
Here, too, plans must be made for the additional 
load on the department. 

The St. Joseph’s Hospital unit is installed on 
the same floor as the admitting office, in a room 
formerly used for patients’ beds. The room is 
large enough to accommodate carts and wheel- 
chairs. Dressing rooms are not necessary, as we 
have never encountered any serious difficulty in 
making the examination with the patients clothed. 
We do not have a waiting room for the unit, but a 
small one would be desirable. This could well 
be used as a conference room except between the 
hours of 3 to 5 P.M. when most hospital admis- 
sions take place. These are the only hours when 
there is any appreciable delay in caring for pa- 
tients at the photoroentgen room. 

We felt, and still do, that processing ‘a the 
films can best be done in the regular roentgen 
department. This eliminates the necessity of 
providing space for a separate darkroom for 
the unit. In addition, it is much cheaper to pur- 
chase a sufficient number of cassettes and hangers 
to last for a twenty-four-hour period than it is to 
install processing facilities near the photoroentgen 
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unit separate from the Department of Roentgenol- 
ogy. 

The staff to handle the unit is not a self-sustain- 
ing one. That is, our staff does not have the 
facilities for handling films and records for round- 
the-clock operation. It does not seem that there 
is any private hospital in Minnesota of sufficient 
size to justify such a complete staff from the 
financial point of view nor should such a staff be 
necessary from the standpoint of efficiency. St. 
Joseph’s Hospital employs, on an hourly basis, 
student technicians to operate the unit from 2 to 
6 P.M. each day. During the remainder of the 
time, the admitting office personnel is responsible 
for the procedure. It is essential that someone, 
adequately trained, be available to make exami- 
nations at all hours of the day and night. One 
must constantly impress upon all people con- 
cerned, the importance of striving to examine 
every patient admitted in order that the whole pro- 
gram may be successful. 


During the first year of operation, 9,745 hos- 
pital patients, exclusive of pediatric patients, were 
admitted and 6,292 patients had routine admission 
films. Routinely examined were only 65 per cent 
of admissions, but the showing is not as poor 
as it seems at first glance. Patients admitted with 
orders for chest x-rays do not get routine exami- 
nations. Also, patients who have had chest exam- 
inations within six months previous to admission 
are not required to be again examined. By check- 
ing records, we found that for the month of July, 
1951, chosen arbitrarily, 92 per cent of the pa- 
tients admitted had either photofluorograms or 
standard roentgen examinations made of the chest. 
In January, 1951, chosen because the program 
was just getting under way, 70 per cent of the 
patients had chest x-rays of some kind. Our 
greatest difficulty comes in seeing to it that ob- 
stetric patients and those injured in any degree 
receive the routine examination. Such persons 
are frequently admitted under trying circum- 
stances. 


It is very difficult to get a routine examination 
once the patient has been admitted. The techni- 
cian on duty checks with each floor daily. An 
attempt is made to get unexamined patients sent 
to the unit. Our percentage of patients examined 
proves this attempt is not too successful. How- 
ever, we feel certain that the results will improve 
as time goes on and more of the hospital per- 
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sonnel become educated to the importance of the 
plan. 

The patient is taken by the admitting clerks 
to the photoroentgen room before being taken to 
his hospital room. There is seldom sufficient de- 
lay to make this a hardship. The films are devel- 
oped during the evening by the x-ray technician 
on emergency call. Roentgenograms taken dur- 
ing the night are developed at 7 A.M. when the 
regular work of the roentgen department begins. 
In this way, all roentgenograms are ready for 
reading early in the morning and we try to have 
the reports on the charts by 9:30 A.M. The films 
are filed by hospital number in the x-ray depart- 
ment in specially adapted cabinets. Duplicate re- 
ports, 4 by 5 inches in size, are filed with the 
films and the original is sent to the floor where 
it is glued to the first sheet of the chart. As a 
time saver, rubber stamps showing the most com- 
mon findings have been made up. These findings 
are stamped directly on the filed film and on the 
report which goes to the chart. 


This record keeping is admittedly simple. Such 
simplicity accomplishes saving of money, time and 
personnel. However, it does reduce the research 
and teaching value of the project. We believe that 
these functions should be left primarily to sub- 
sidized hospitals or individuals whether they be 
subsidized by public or private funds. Institu- 
tions depending for their support upon private 
fees are obligated to use those fees for private 
benefits. An elaborate system would also be nec- 
essary if the private hospital were to become en- 
gaged in a large-scale follow-up program. The 
primary reason for routine admission films is to 
protect patients and employes from infectious 
tuberculosis. Photoroentgen units function only 
secondarily as diagnostic setups. 


The hospital, because of its responsibility to its 
patients and employes, does have the right to see 
to it that infectious tuberculosis is recognized or 


ruled out in any given chest lesion. It also has 
the right to insist that any necessary precautions 
be carried out when infectious tuberculosis is dis- 
covered. Beyond that, the individual members of 
the staff and medical organizations at the staff 
level and upward are responsible for subsequent 
diagnosis, observation and treatment of patients 
having lesions which are noninfectious. We do 
not believe that a long range follow-up system is 
the responsibility of a private general hospital. 
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We do think that the records should be avail- 
able to qualified individuals or organizations who 
are responsible for such follow-up. 


Fig. 1. 


are not aware of the diagnoses they are missing 
and the good they may do their patients. 
Anyone experienced in the interpretation of 


(a) Photofluorogram showing apparently rather large lesion in right lung 


at level of lst and 2nd interspaces anteriorly. (b) Standard sized film of the same 
individual showing insignificant lesion which had not changed over several years. 


The patients are charged $1.50 for the service. 
This was agreed upon by the roentgen department 
and the hospital administration at the outset and 
has subsequently been approved by the Minnesota 
Radiological Society. We feel that there should 
not be a profit but that the activity should be self- 
supporting. A profit would probably defeat the 
purpose of the survey. On the other hand, the 
findings are of sufficient value to the individual 
to make it worth his while to underwrite his share 
of the money and effort expended by those respon- 
sible for the project. 


Incidentally, a few staff members objected to 
the institution of this program on the grounds 
that it was a step in the direction of socialization. 
Our answer is that we, as private physicians and 
hospitals, are running this show and that public 
health authorities are not taking work from us or 
shoving the procedure down our throats. Actual- 
ly, we are forestalling such steps. The appearance 
of public health authorities in this and similar ac- 
tivities is bemoaned by many physicians who, at 
the same time, fail to take advantage of the prog- 
ress offered to them by the medical profession. 
Their lack of interest and inertia allows them to 
fall behind in following modern methods. They 
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standard chest roentgenograms, will have little 
difficulty in dealing with photofluorograms. This 
is due to the character of the films which magnify 
findings and to the desire on the part of the in- 
terpreter never to miss a lesion. Actually, I be- 
lieve that there is no more, and probably less, 
chance of missing a small lesion than on 14 by 
17-inch films. Some roentgenologists state that 
they are willing to use 4 by 5-inch films for diag- 
noses rather than simply for screening but we 
believe these roentgenologists are overenthu- 
siastic. The comparison is somewhat similar to 
the familiar one of the relative merits of a good 
little man versus a good big man (Fig. 1). 
Many recheck films taken with standard meth- 
ods turn out to show no lesions or insignificant 
findings. Never should a lesion prove to be tuber- 
culous that had previously been interpreted as 


non-tuberculous on the photofluorogram. A def- 


inite diagnosis should be made from the miniature 
film only in very typical cases (Figs. 2 and 3). 
Abnormalities of the cardiac shadow are frequent- 
ly under-read. Photofluorograms distort the heart 
outline slightly because of the shorter target- 
patient distance and there seems to be an in- 
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the final diagnosis even in the absence of pul- 
monary symptoms. We believe routine chest ex- 
amination is as important in the detection of dis- 


surmountable tendency to overestimate this distor- 
tion in interpretation. 


In addition to the primary purpose of the sur- 


"a 


Fig. 2. Photofluorogram showing 
tuberculous cavity, clinically unsus- 
pected, in a patient admitted for reg- 
ulation of diabetes. This was the 
only roentgen examination made and 
the patient was admitted to a sana- 
torium within twenty-four hours of 
admission to St. Joseph’s Hospital. 
Tubercle bacilli were found on the 


Fig. 3. Photofluorogram showing 
bilateral pulmonary metastases. The 
patient had carcinoma of the stom- 
ach. 


Fig. 4. Photofluorogram of pa- 
tient admitted for cholecystectomy. 
Density to right of heart subsequent- 
ly shown to be dilated esophagus due 
to cardiospasm. Patient well com- 
pensated for this lesion but precau- 
tions were taken to prevent aspira- 
tion of esophageal content at opera- 
tion. 


first sputum examination. 


Fig. 5. (left) Photofluorogram showing carcinoma at right hilus. 
Fig. 6. (right) Photofluorogram showing clinically unsuspected atelectasis of the 
left lung due to tuberculosis in a patient admitted because of uterine bleeding. 


ease as routine urinalyses and blood counts. For 
instance, the discovery of a tumor of the lung 
may eliminate many diagnostic studies. Bron- 
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vey, namely—to discover infectious tuberculosis, 
there are certain other advantages noted. Obser- 
vation of the chest often provides a shortcut to 
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TABLE I 

Tuberculosis 

Patients now undergoing active treatment......... 10 

Patients with reinfection type, significance 

INE ho vcdctcetkied oa ndeaeceedcennane 200 

Tumors 

Primary, including lymphoblastoma.............. 9 

SN aad osc cane ed awrie saenleotawacwekes 8 
Cardiac Abnormalities 

Excluding left ventricular enlargement........... 136 
Se I g hxiacbavccrncdnccenveeseees 76 
Pleural Effusion (non-tuberculous). .........00.000- 14 
SIN Ss 6; Gaee kl cpeveeavaswasridceueden ten 49 
Mediastinal Lesions 

Other than Lymphoblastoma.. ................-. 4 
Diaphragmatic Lesions 

I ID ic ve dco ncnandecaevacsaakaan.e 10 
PE COE oeixeink sat andciseruscnnsewnarcenens 1 
Pneumothorax (spontaneous) ...............-e005- 3 
ENON etc uueeeearaliacusdand «a 64 
Hidectnas CRAG GOO) oo oo occ i ceccvcnccecss 37 
Others, rib-fractures, rib anomalies, scoliosis, etc. 

Of doubtful or no significance................--. 236 
Lesions noted on films but not followed in hospital.. 81 
EE BE DP skis cede de vavwsdonwerer ers 848 


chiectasis with complete collapse of a lower lobe 
was found in a young patient admitted as a rheu- 
matic fever suspect. Discovery of pertinent find- 
ings not related to the reason for hospitalization 
may be made (Fig. 4). The total time of hospi- 
talization is frequently reduced by more speedy 
diagnoses. This is an advantage both to the 
patient and to the hospital which tries to render 
service to as many individuals in the community 
as possible. 

There is an appreciable financial saving to the 
hospital by use of miniature films in routine em- 
ploye and nursing staff checkups. Practically all 
private hospitals have at least yearly roentgeno- 
grams made of the chests of all persons working 
at the institution. Considering the film alone, sev- 
eral hundred dollars are saved annually by the use 
of photoroentgen methods in sizable establish- 
ments. Such methods are perfectly adequate for 
this work. This is true because the miniature film 
is a screening device and not a diagnostic tool. 

In conclusion, we would like to present in Table 
I a summary of the results of the first year of 
operation of a photoroentgen unit in a moderate 
sized private general hospital. 





MEDICAL MOTION PICTURES 


UTERINE CANCER: THE PROBLEM OF 
EARLY DIAGNOSIS: 16 mm., color, sound, showing 
time 21 minutes. Sponsored by the American Cancer So- 
ciety and the National Cancer Institute. Produced in 
1951 by Audio Productions, Inc., New York. Procurable 
on purchase from the American Cancer Society, 47 
Beaver Street, New York, or on loan from state cancer 
societies and state health departments. 

The incidence of cancer of various sites in the female 
genital tract (International Classification) is given, with 
survival rates indicated for each. Symptomatology and 
aids in diagnosis are visually presented in animated 
drawings for each stage of cervical cancer, including 
stage O. The role of cytology in early detection is 
stressed, its technique visually described, and diagnostic 
criteria illustrated. Dr. Papanicolaou sounds a note of 


caution in using the method in diagnosis, by indicating 
that a positive smear should be confirmed as a matter of 
routine by biopsy and tissue diagnosis. The Schiller test 
and methods of biopsy are included. 


The film calls attention to the importance of a complete 
physical examination, bimanual examination, visual in- 
spection of the cervix, rectal examination, and aspiration 
of the cul de sac, together with this very simple method 
of securing cells from the cervical canal. Several case 
reports are shown to illustrate these points. It is pre- 
sented entirely from the standpoint of early diagnosis of 
uterine malignancy. It does not include a discussion of 
treatment. The picture is well organized. The 
photography, animation, and narration are excellent, and 
the film is highly recommended for the general prac- 
titioner, the advanced medical student, and _ hospital 
meetings.—J.A.M.A., Feb. 2, 1952. 
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MEETING OF THE YEAR 
ie 
1- If membership in the Minnesota State Medical Association offered only one 
1 advantage—the opportunity to attend and participate in the annual scientific pro- 
0- gram and convention, I am certain that the membership rolls of the Association 
ig would not suffer any appreciable loss. 
si In this three-day session, Minnesota physicians are provided with an intensive 
se ° ° ° . 
, and extensive survey of medical and surgical developments—this by way of lec- 
* tures, symposia, round-table discussions, demonstrations and exhibits. They are 
m afforded the chance to assist in shaping organizational policies and programs. This 
meeting often serves as an annual renewal of friendships which often lapse during 
le the year under the pressure of distance and busy schedules. 
of This year the meeting is scheduled for Minneapolis. On May 26, 27 and 28, a 
te : : one . : ; ‘ 
substantial number of the state’s physicians will be found at the Minneapolis Audi- 
torium, absorbed in consideration and evaluation of medical advances. 

The Radisson Hotel will be convention headquarters, with special luncheon and 
dinner meetings slated for the Radisson and other nearby meeting places. The 
annual banquet this year, on Tuesday night as always, brings an outstanding speak- 
er, Dr. John Fulton, of the medical history department, Yale University, who will 
speak informatively, but amusingly, on “Rabelais and Modern Medicine.” The 

7 Distinguished Service Medal, Fifty Club membership certificates and the South- 
) 
ast ern Minnesota Medical Society medal will be presented at the banquet. 

The Hennepin County Medical Society will entertain at an open house program 
te : : ; 
= Monday night, and there will be the customary choice of outdoor sports and other 
on entertainment during the convention. 
od . — ‘ , ‘ , ? 
we The scientific program will attain an exceptionally high level of interest and 
€- information, and I am sure that no member of the Association will want to forego 
a the privilege of attending. 
oO 
he 
nd 
uC- 
. PMned, 

President, Minnesota State Medical Association 
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MEDICAL EDUCATION ASSISTANCE 


T OQ THOSE who have given the financial 
dilemma of the medical schools of the coun- 
try due thought, it seems highly essential that the 
schools be kept financially independent of federal 
support. The American Medical Education 
Foundation has been established for the purpose 
of providing financial assistance for medical 
schools, both those privately and state supported. 


It is believed that the millions of dollars needed 
yearly by the medical schools, in addition to their 
present sources of income, can be raised with a 
little co-operation on the part of the variously in- 
terested parties. It has been pointed out that each 
medical graduate has paid in tuition for about an 
eighth of the cost of his medical education. It 
would be rather difficult to refute the argument 
that each physician today is in debt to his alma 
mater to the tune of several thousand dollars. If 
100,000 physicians were to contribute 100 dollars 
each to the support of his alma mater, the total of 
ten million collected would solve the problem. 
Many cannot make this annual repayment, but on 
the other hand the majority can. The realization 
of the need and the justice of the request is es- 
sential, and that is the function of the American 
Medical Education Foundation. 


The American Medical Education Foundation 
published the first issue of The Foundation in 
February, 1952. Its purpose is to broadcast in- 
formation about the Foundation’s activities, and 
future issues will appear from time to time. The 
campaign for raising funds for 1952 began April 
1 and will continue until June 30. 


The Foundation, in 1951, raised some $745,000 
from 1,811 individual physicians, 33 organizations 
and 33 lay friends. While the total was far short 
of the goal set, the result is not too discouraging 
for the organization’s first year of existence. 
When it is considered that, of the total, $500,000 
was contributed by the AMA and $100,000 by the 
California State Medical Association, it is evident 
that comparatively few physicians contributed in- 
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dividually. Doubtless, a much better showing will 
be made in 1952. 


It seems appropriate that other State Medical 
Associations should follow the lead of the Cali- 
fornia State Medical Association which with a 
11,000 membership contributed $100,000 and 
South Carolina which with a 1,100 membership 
sent in $10,000 to the Foundation. 

A further means of providing a substantial sup- 
port for the Foundation was suggested by Dr. 
John W. Cline, AMA president, at the annual 
Congress on Medical Education and Licensure 
held in Chicago in February. The AMA Trustees 
approved, in principle, a plan whereby the AMA 
as a corporation would accept patents for medical 
discoveries made by member physicians. Royalty 
would be turned over to the Foundation for dis- 
tribution to medical schools. 

It is of interest that a new method for distribut- 
ing the Foundation money has been adopted. Gifts 
made in 1952 may be designated for a specific 
medical school whether it is privately endowed or 
state supported. Such earmarked contributions 
will be added to that medical school’s share of 
undesignated gifts. Thus, an alumnus may be sure 
that his contribution will go to his alma mater. In 
addition, in order to eliminate possible competition 
with fund-raising campaigns of the individual 
medical schools, the Foundation will give appro- 
priate recognition in its annual report to those 
physicians who made gifts directly to a medical 
school. 

The medical schools are not dependent entirely 
on the medical profession for the solution of their 
financial difficulties. Eleven states in the South 
contributed $1,091,500 to a common fund for the 
use of medical schools in the South. A similar 
plan is under way for eleven states in the West. 
The legislatures of five states, Colorado, Montana, 
New Mexico and Oregon, have already approved 
the plan, and it is expected the other six will fol- 
low suit. This seems like a much more reasonable 
solution than to use federal funds, collected in the 
states, sent to Washington and only in part re- 
turned to the medical schools of the states. 
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We have made previous editorial mention of the 
National Fund for Medical Education which has 
been established with the sponsorship of industry, 
pharmaceutical houses, organized labor, agricul- 
ture, scientific and educational foundations to 
which contributions to the American Medical 
Education Foundation are funneled. 


The co-operation of the various interests men- 
tioned could well provide the funds required to 
keep the medical schools in the black, thus obviat- 
ing the necessity for federal support. 

Contributions, earmarked for any medical 
school, may be sent to the American Medical Edu- 
cation Foundation at AMA headquarters, 535 
North Dearborn Street, Chicago, Illinois. 


M.T.(ASCP) 


NEW PROFESSION — Medical Tech- 
nology—has rather rapidly come into exist- 
ence. 

Prior to 1928, the qualifications of the labora- 
tory technician were vague. That year the Ameri- 
can Society of Clinical Pathologists, under the 
direction of Dr. Kano Ikeda of Saint Paul, set 
up a national registry of clinical laboratory tech- 
nicians and established preschool and training 
standards for students. At first, high school 
graduates were admitted to the laboratory schools. 
Later, one year of college and then two years 
were required. Today most matriculates are col- 
lege graduates. 

Likewise, the American Society of Clinical 
Pathologists undertook the standardization of the 
training schools. Later, this was done in co-opera- 
tion with the Council on Medical Education and 
Hospitals of the American Medical Association, 
and in 1935 the Council took over entirely. 

The registered technicians organized as the 
American Society of Clinical Laboratory Techni- 
cians at a meeting held in Chicago in June, 1933. 
The next year the society’s first publication, 
known as The Bulletin of the American Society 
of Clinical Laboratory Technicians, appeared. In 
1936 the name was changed to The American 
Journal of Medical Technology. 


With the increase in preschool requirements 
and better technical training, the term technolo- 
gist was adopted instead of technician. The na- 
tional society became the American Society of 
Medical Technologists. The purpose of the society 
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is self betterment and the encouragement of 
mutual understanding between members and other 
medical and scientific organizations. Membership 
is restricted to those registered by the American 
Society of Clinical Pathologists. 


An attempt was made to obtain the exclusive 
right to the letters M.T. to designate a Medical 
Technologist registered by the American Society 
of Clinical Pathologists. That having failed, the 
designation M.T.(ASCP) was adopted. 


The standards of the Registry have been ap- 
proved by the American Medical Association, the 
American College of Surgeons and the American 
Hospital Association. The AMA and the ACS, 
in their inspection and standardization of hospi- 
tals, stress the necessity of having registered 
(ASCP) laboratory personnel. 


The American Society of Medical Technology 
is composed of numerous state societies. It holds 
annual meetings which until 1947 were held in 
conjunction with the annual ASCP meetings. 
With the increase in membership (about 5,000 in 
1951), the Society has met independently since 
1947. 


Many commercial schools for the training of 
laboratory technicians have been established 
throughout the country to meet the growing de- 
mand. The graduates of these unrecognized 
schools are not qualified for registration with the 
American Society of Clinical Pathologists, nor 
are they eligible for membership in the American 
Society of Medical Technology. 


The article entitled “Medical Technology” by 
Sister Alcuin, which appears in this issue, goes 
further into the distinctive features of M.T.(AS- 
CP), about which we venture to say the average 
physician is quite ignorant. 


The American Society of Clinical Pathologists 
deserves much credit for having elevated medical 
technology from its initial state of chaos. The 
American Society of Medical Technologists is to 
be congratulated on having established high ideals 
for its membership and having made a profession 
of medical technology. 


We are indebted to Miss Frieda H. Clausen, 
M.T.(ASCP) of the Charles T. Miller Hospital 
Laboratory, Saint Paul, who is chairman of the 
Public Relations Committee of the American So- 
ciety of Medical Technologists, for the material 
used in this editorial. 
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AS OTHERS SEE US 


FTEN a tourist who sets out to see a foreign 

country actually sees points of interest the 
native has never taken time to investigate. How 
many natives of the Twin Cities have ever visited 
the local flour mills or breweries? The impres- 
sions of an English physician* who spent last 
summer visiting the medical centers of Canada 
and the United States make interesting reading 
and afford food for thought. 

The author made prearranged stops of two or 
three days at the various medical centers through- 
out the United States and Canada. His remarks 
were limited to impressions he received of the 
United States, and having visited our country 
on previous occasions, he was able to note changes 
and trends that possibly have escaped our no- 
tice, 

His discovery of the conveniences and ultimate 
economy of nylon wear for a summer traveller 
is an interesting contribution and a recent devel- 
opment. 

He discovered that there is more to this coun- 
try than the eastern seaboard and Chicago. He 
also found that Chicago is not typically Ameri- 
can with its 2 per cent of school children drug 
addicts, its 12,000 hopeless alcoholics who fre- 
quent skid row, its 800 bars which present nightly 
strip-tease shows and its daily newspaper which 
“in the art of misrepresenting news makes Pravda 
look like an inexperienced amateur.” Not a pretty 
picture of Chicago, and he would be the first to 
admit that he has picked out the worst features 
of that large metropolis. 

He was impressed by the enormous present- 
day demand for psychiatric treatment ‘which may 
indicate a “failure of the priest and practitioner 
to cope with the needs of a sick society.” And 
he mentions the concern of the present-day psy- 
chiatrists over the growth of “momism”’’ (depend- 
ence on mother) which is so evident in the new 
generation. “The mistaken application of Freud’s 
teaching to the raising of children has produced 
many spoiled, unhappy adolescents who are begin- 
ning only now to find out that the adult world 
does not automatically give them everything they 
want.” We wonder whether there is anything dis- 
tinctly new in this lack of discipline in the bring- 
ing up of children. 


*Meikeljohn, A. P.: The American scene. 
262:45 (Jan. 5) 1952. 
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Lancet, 


He realizes that the British newspapers, like 
other newspapers, report the more squalid things 
that occur in America, and this gives a false im- 
pression of life in America. Such items are con- 
sidered news. 

He feels it unfortunate that politics in America 
have been so largely in the hands of disreputable 
people and hopes for a change as America grows 
up politically. We see some slight indication that 
the talented youth of our country are going to 
enter the political arena, an indication of grow- 
ing up politically. Certainly, there is much evi- 
dence of more interest in world affairs as a 
result of our having been forced as a nation into 
world leadership. 

The public demand for medical research and 
the amount of money and equipment devoted to- 
day to this activity in our country, he found stag- 
gering. The average physician is not in a posi- 
tion to see this activity on the part of the many 
pharmaceutical houses, the numerous universities, 
the Veterans Administration and the various re- 
search centers. The author found the belief in 
dramatic, even violent, progress to be a part of 
20th Century American thinking. Something new, 
announced in Time, sometimes even in advance 
of a medical journal, is often demanded by the 
public, even though its value is not yet proven. 

Whether right or wrong, he feels that the pro- 
fession has slipped from the high pedestal on 
which it stood ten years ago. He thinks the 
physician of today is considered less altruistic 
than ten years ago and is perhaps trying to run 
a closed shop. This impression may well be the 
result of the united action taken by the profession 
in opposing regimentation by the government. 
The accusation of using closed-shop methods is 
rather farfetched. 

The author seems to resent the attack of the 
AMA on the British National Health Service. 
He has responded with the retort that without 
an honest local government we could not suc- 
ceed with a national health service. We, in turn, 
wonder whether there is any essential difference 
between the attitude of the British and American 
people towards their respective governments. 


The author takes a slap at our smugness in 
thinking that our medicine is the best in the 
world. He thinks we should send more young 
doctors over to England, which would correct 
this impression. 
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While on his visit, he saw no signs that the 
American public wants a national health service. 
On the other hand, he sees, as we have seen, a 
threat to the private practice of medicine in the 
expensive building program being undertaken by 
the Veterans Administration. It should be an 
easy step to include families of veterans among 
those provided with medical care. 

His reaction to the clinicopathological confer- 
ence which has become so popular in our country 
is interesting. He feels that these conferences 
are the highest test of clinical honesty and ob- 
serves that the professor need not and does not 
lose the respect of the students if he fails by 


clinical methods to reach the correct conclusion. 
The failure often indicates the limitation of clin- 
ical methods. 

No mention was made of the remarkable change 
in therapeutics manifest in these United States 
the past ten years. It is said that 90 per cent 
of present-day medication was unknown ten years 
ago. This seems quite likely when we consider 
the sulfas, antibiotics, anti-histamines, glandular 
extracts, et cetera. The advance made in thoracic 
surgery during the past ten years as well as color 
television and its adaptation to teaching certainly 
should be mentioned. 

Truly, it is a changing medical world. 





THE GROWTH OF PREPAID MEDICAL CARE PLANS 


(Continued from Page 324) 


Blue Shield will be adapted to follow in the foot- 
steps of agreements reached between hospitals 
and doctors, 

It might be of some interest, however, to recite 
the measure to which Blue Shield Plans are now 
providing payment for the services of the pro- 
fession that have been involved in this controversy 
for several years. 

Twenty-eight of the seventy-eight Blue Shield 
Plans are now offering laboratory services as per- 
formed by the pathologist; forty of the seventy- 
eight Plans are offering diagnostic x-ray benefits 
as rendered by the radiologist; and fifty-six of 
the seventy-eight Plans are providing anesthesia 
benefits as rendered by the medical anesthetist. 

Improvement on this rather controversial sit- 
uation awaits upon the desires of the medical pro- 
fession and its own established relationships with 
hospitals, rather than upon Blue Shield. 

Although Blue Shield Plans were born, for the 
most part, in an atmosphere of political expedi- 
ency and were accepted by some members of the 
medical profession as the lesser of two evils, in 
most instances they have found a remarkable de- 
gree of acceptance by the American public. From 
rather humble beginnings a short number of years 
ago, they have grown to the point where they 
are serving areas comprising most of these United 
States and have succeeded in enrolling more than 
21,000,000 people. The growth of Blue Shield 
is proceeding at a rate more rapid today than at 
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any other time in Blue Shield history. No one 
would dare predict a saturation point, although 
many of us would hope that Blue Shield would 
continue to grow until every citizen in the United 
States has been given an opportunity to subscribe 
to its benefits. 

In spite of the amazing progress that has been 
made, it would be unwise and even foolish to say 
anything more than to admit that Blue Shield is 
still in its infancy. There is much to be learned 
about what can be done in the direction of apply- 
ing insurance principles to the practice of 
medicine, and there is even more to be learned, 
both by the administrators of Blue Shield Plans 
and the leaders of organized medicine, in terms 
of persuading the practitioners of medicine that 
“what is good for the people is good for the 
medical profession.” 

Blue Shield is, truly speaking, an offspring of 
the medical profession itself. It seeks to serve 
the interest and the professed need of the public, 
and at the same time permit the medical profes- 
sion to preserve its freedom and the intimacy 
known to be necessary in the relationship be- 
tween physician and patient. 

If Blue Shield is to succeed in accomplishing 
its avowed function, it will come as a result only 
of clear-headed management, and the earnest 
co-operation of the medical profession in the 
establishment of wise policies. 

425 N. Michigan Avenue 
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FARM GROUPS HOLD OPPOSITE 
HEALTH VIEWS 


Surprising as it may seem, two prominent farm 
groups have recently put forth programs with 
flagrant contradictions on health insurance in 
America. The one is a well-known “liberal” farm 
organization which states its 1952 views on the 
subject in capital letters: “. .. THERE MUST 
BE NATIONAL HEALTH INSURANCE.” 
The other is a clear statement of ideas: “We 
believe that one of the greatest prerogatives of 
an American citizen is the right to provide for 
himself and family those services which can 
best be had by co-operative effort. 

“Therefore, we favor the expansion of Volun- 
tary Health Service and unalterably oppose the 
Government Compulsory Health Program. We 
want to maintain our freedom 
medical and hospital care.” 


to choose our 

The so-called “liberal” farm group maintains 
that everyone must be able to afford medical 
treatment and hospitalization, that these are life- 
and-death matters and should not depend on the 
size of a person’s bank account. “Anyone needing 
medical treatment or hospitalization should get it 
at once without first having to prove he can pay,” 
the program states. Apparently this group does 
not realize that the medically indigent do have a 
chance for free medical treatment, for, according 
to Dr. Frank Dickinson, director of the Ameri- 
can Medical Association’s Bureau of Medical 
Economic Research, “the doctors during the de- 
pression of the 1930’s gave about one-third of 
their time in ‘free services’ and about one-sixth 
at the present time.” 


Favors Medical School Subsidy 


The group also asserts that there is a shortage 
of doctors: “. . . first, that our nation have ample 
physicians, dentists, and nurses. But the present 
system has not been able to supply them. We 
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have never had enough rural doctors. Now the 
doctor-nurse shortage grows worse.” 

The organization seems to forget, however, 
that it is that very system which has increased 
the life span of the average person twenty years 
and contributed to the.present increased awareness 
of health matters, thus creating in areas where 
there is merely a slight maldistribution of doc- 
tors, a hue and cry that there are not enough of 
them. 

And statement is made: 
“We advocate whatever program can best cure 
this shortage. Medical schooling and research are 
already heavily subsidized by government, but 


so the all-inclusive 


medical schools need more government money. 
We say give it to them.” Such a blind and blanket 
acceptance of any possible program certainly 
would make any thinking agricultural leader hesi- 
tate to accept other policies of the group. 

This group is no doubt vitally interested in 
its members’ health facilities, but is it not also 
interested in how those members get those facili- 
ties? Do they want to take a chance on getting a 
program which would bring restrictive govern- 
ment controls and the accompanying mismanage- 
ment? 


Opposes Prepayment Plans 


The group also overlooks the great strides 
which have already been made by voluntary health 
insurance in the past years. Apparently they have 
not noticed that many millions of Americans are 
now protected from the disastrous costs of un- 
expected illness through voluntary plans such as 
Blue Cross and Blue Shield. And these strides are 
made under the present system which they say 
has not provided adequate medical care. They 
would rather have health insurance inspired by 
politicians than inspired by doctors, for they 
advocate : 


“Until national health insurance becomes a reality, 
we urge people to protect themselves with health insur- 
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ance carried with a co-operative insurance company... . 
We oppose medical prepayment plans inspired by doctors 
and hospitals and not controlled by the insurance laws 
that protect policyholders in true insurance companies.” 


DOCTOR SCORES FEDERAL 
MEDICAL WASTE 


Manifestation of just such control and misman- 
agement resulting in waste is seen in the recent 
statement of Dr. Robert Collier Page, chairman 
of the National Doctors Committee for Improved 
Federal Medical Services. Dr. Page said: “The 
Government is by far the largest single employer 
of physicians and operator of hospitals in the 
country. But its vast medical plant, spread over 
thirty-five separate agencies, is devoid of central 
planning. As a result, U. S. taxpayers are nicked 
$2 billion a year for a disorganized program that 
needlessly squanders both money and professional 
personnel.” 


Confusion Reigns 


After charging that confusion reigns in govern- 
ment medical departments because of lack of cen- 
tral planning, too many needless bulletins on inter- 
nal procedures and methods which defy intelligent 
execution, too much control in places and not 
enough in others, Dr. Page blames much of the 
Government-medicine inefficiency on “Congress- 
men who play pork-barrel politics. All too often, 
the question of where a new Federal hospital 
should be built is decided by political considera- 
tions rather than on the basis of need and accessi- 
bility.” He cites an example of a hospital built in 
a small town of 9,184. This hospital has “no 
medical director, no chief of medical services, and 
no patients”—although it cost $50,000 a bed to 
build. And the town is already adequately serviced 
by a 135-bed general hospital. 

Dr. Page also states that Government hospital 
construction is seldom reconciled with community 
projects aided by Hill-Burton funds. “Because 
there is no overall program of hospital construc- 
tion” the Hill-Burton plan has often “been inter- 
fered with by the construction of Federal hos- 
pitals” . . . which “offer higher pay and more 
security for personnel” and “has in some places 
seriously crippled the staffs of these community 
hospitals.” 
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EDUCATION FOUNDATION 
PLANS BUSY YEAR 


Dr. Elmer L. Henderson, past president of the 
American Medical Association, made the principal 
address at the recent conference of state leaders 
of the American Medical Education Foundation, 
and sounded the keynote for the ensuing year: 
“Though much was done in ’51—there’s more to 
do in ’52.” He stated that the year 1952 will be 
one filled with many decisions, none of which 
will be more important than that of giving added 
financial support to medical schools. 

The one-day conference in Chicago was held to 
stimulate action by the individual states for the 
current drive which will be conducted from April 
1 through June 30. 


Policy Change Explained 


The Foundation also inaugurated a new fund- 
distribution policy which was explained at this 
meeting: “In 1952, gifts which have been desig- 
nated for a specific medical school will be added 
to that school’s basic grant from earmarked funds. 
In 1951 all earmarked gifts went to the schools 
for which they were designated but were included 
with unearmarked funds in computing the basic 
grants. Under the new policy if Medical School 
A’s share of the unearmarked funds is $20,000 
and earmarked funds totaling $5,000 have been 
received for Medical School A, the school will 
receive a total grant of $25,000.” 


AMA Gives Another Half Million 


As it did at the establishment of the Medical 
Education Foundation, the American Medical 
Association has given an additional half million 
dollars to serve as the nucleus for the year’s fund. 


The association is also underwriting expenses of 
the Foundation so that all philanthropies can be 
directed to medical schools. 


During the first year of the Foundation’s opera- 
tion, more than 1,800 individual physicians con- 
tributed to the total of $745,917.84 received by 
the Foundation. In addition, thirty-three organi- 
zations and thirty-three lay persons made con- 
tributions. A recent editorial in'the Journal of 
the American Medical Association commented : 
“Although short of the hoped-for goal, these 
results may be considered reasonably satisfac- 
tory for a new undertaking of the magnitude of 
the Foundation.” 
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Deans Express Appreciation 


Formal thanks for funds already allocated were 
expressed in a resolution from the Association of 
American Medical Colleges thus: “Resolved, that 
the deans of the medical schools in assembly for 
their sixty-second annual meeting unanimously 
expressed their sincere appreciation and their en- 
thusiastic thanks to the Directors and officers of 
the American Medical Education loundation for 
their substantial support of medical education and 
for helping to focus national attention on the 
serious financial predicament of the medical 
schools.” 

The AMA editorial also states that the Founda- 
tion’s activities have been instrumental in creating 
awareness of the medical schools’ needs. 
cludes : 


It con- 


“There is much evidence that the activities of the 
Foundation are developing a greater awareness and inter- 
est in the needs of the medical schools on the part of 
physicians generally. Many physicians are recognizing 
for the first time the debt they owe their medical schools 
while many others see in the Foundation an opportunity 
for the medical profession to again demonstrate its will- 
ingness to aid in the advancement of high standards of 
medical education. . . . 


“wT 


The Foundation is thus off to a good start in its sec- 
ond year. All signs point to a successful effort which 
will constitute a real challenge to industry, business, 
agriculture and other important groups concerned with 
medical education to contribute generously to the solu- 
tion of this important problem.” 


PRESENT DAY PARALLELED WITH 
ROMAN DECLINE AND FALL 


Most historians agree that the decline and fall 
of the Roman Empire was due to an overabun- 
dance of ignorance, suspicion, envy, discord, sel- 
fishness, fear, bitterness and jealousy among the 
people and the rulers. There was conspicuous 
absence of science and reason, and a bigotritic 
centralized government prevailed. The turmoil 
resulted in the inevitable decline and fall. 

A recent editorial in the Journal of the Okla- 
homa State Medical 
larity in this situation to today’s conditions in 
America, stating that “today in the United States 
science and reason are being threatened by similar 
centralization of power at the seat of govern- 
ment.” 


Association draws a simi- 


Power Absolute; Liberty Obsolete 


The editorial asserts the belief that too much 
power in the government is dangerous: 
“When power becomes absolute, liberty will become 


obsolete and the would-be Augustus Caesar will take 
over. Medicine looms large in the realm of science and 


352 





MEDICAL ECONOMICS 





reason, and history shows that the regimentation of the 
medical profession and the people in need of medical 
care, has served well the obsessive Caesar, psychology 
which prepares the way for political coercion, Decline 
and Fall. 

“At least twenty civilizations have succumbed but 
archeological excavations for the amazement of their 
successors have no appeal for the American citizenry, 
Yet the federalization of medicine if it comes, will give 
the U. S. a front seat on the toboggan that swiftly 
moves toward the point of no return where oblivion has 
enveloped successive civilizations in subterranean mold.” 


THE MINNESOTA STATE BOARD OF 
MEDICAL EXAMINERS 


230 Lowry Medical Arts Building 
Saint Paul 2, Minnesota 
Julian F. DuBois, M.D., Secretary 


MINNESOTA LICENSE OF BREMERTON, 
WASHINGTON, PHYSICIAN SUSPENDED 
FOR FIVE YEARS FOR DRUG ADDICTION 


In the Matter of the Revocation of the License of 
Orin P. Thorson, M.D. 


The Minnesota State Board of Medical Examiners on 
February 15, 1952, suspended, for five years, the medical 
license held by Dr. Orin P. Thorson of Bremerton, 
Washington. Dr. Thorson was found guilty by the 
Board of habitual indulgence in the use of dilaudid, 
— and other derivatives of opium, between the 
Ist day of January, 1951, and the 23rd day of May, 
1951. Dr. Thorson appeared in person before the Board 
and admitted the narcotic charges filed against him. 

Dr. Thorson’s Minnesota medical license was _pre- 
viously suspended by the Minnesota State Board of 
Medical Examiners on May 14, 1948, for a period of 
three years for drug addiction. Subsequently, an investi- 
gation by the Federal Bureau of Narcotics disclosed 
that Dr. Thorson was still addicted to the use of narcotic 
drugs. Dr. Thorson was born at Madison, Minnesota, 
September 4, 1900, and received his Doctor of Medicine 
degree from the University of Minnesota, June 11, 1928. 
Dr. Thorson practiced, for twelve years, at Northfield, 
Minnesota, before moving to the State of Washington. 


LICENSE OF LAKE CITY PHYSICIAN SUSPENDED 
FOR THREE YEARS FOR ILLEGAL ISSUANCE 
OF FRAUDULENT NARCOTIC PRESCRIPTIONS 


In the Matter of the Revocation of the License of 
Donald Laing Peterson, M.D 


On February 15, 1952, the Minnesota State Board of 
Medical Examiners suspended for three years, the medi- 
cal license held by Dr. Donald Laing Peterson, Lake 
City, Minnesota. Dr. Peterson was found guilty by the 
Board of illegally issuing not less than 14 prescriptions 
calling for a derivative of opium, hetween the Ist day 
of February, 1951, and the 30th day of June, 1951. 
At that time Dr. Peterson did not have a special tax 
stamp required under the laws of the United States. 
Dr. Peterson admitted affixing the names of two Minne- 
sota physicians, without their knowledge or authoriza- 
tion, to the prescriptions. The prescriptions were filled 
in drug stores at Redwood Falls, Mankato, Owatonna, 
St. James, Fairmont, Willmar, Minnesota, and Fargo, 
North Dakota. Dr. Peterson admitted that he diverted 
the morphine obtained on the various prescriptions to his 
own use at a time when he had no bona fide medicinal 
use for the morphine. 

Dr. Peterson’s medical license was previously sus- 
pended by the Minnesota State Board of Medical Exam- 
iners on May 12, 1944, following Dr. Peterson’s plea 
of guilty in the United States District Court at Minne- 
apolis, on March 8, 1944, to an indictment charging 
him with two violations of the Harrison Narcotic Act. 
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At that time Dr. Peterson was ordered by Judge Gun- 
nar H. Nordbye to place himself in the United States 
Public Health Service Hospital at Lexington, Kentucky, 
for treatment for drug addiction. Because of Dr. Peter- 
son’s previous difficulty with narcotic drugs, he was not 
permitted to prescribe or dispense narcotic drugs in his 
practice at Lake City. Dr. Peterson was born at Cassel- 
ton, North Dakota, November 7, 1908, and received his 
Doctor of Medicine Degree from the University of 
Minnesota, June 19, 1933. 


MINNEAPOLIS REAL ESTATE MAN 
SENTENCED FOR CRIMINAL ABORTION 


Re State of Minnesota vs. Adolph Charles Chamberlain. 


On March 3, 1952, Adolph Charles Chamberlain, forty 
years of age, 4052 Vernon Avenue, St. Louis Park, was 
sentenced by the Hon. Rolf Fosseen, Judge of the Dis- 
trict Court of Hennepin County, to a term of not to 
exceed eight years in the State Prison at Stillwater, 
Minnesota. However, the execution of the sentence was 
stayed and the defendant placed on probation for five 
years. As a condition of probation, Chamberlain must 
first serve one year in the Minneapolis Workhouse. In 
specifying other conditions of probation, Judge Fosseen 
ordered the defendant to turn over to the Probation 
Department, all medical instruments of every type in his 
possession. In addition to this, Chamberlain was ordered 
to delete his name from the Minneapolis Telephone Di- 


rectory to aid in breaking the contact between himself 
and any prospective patients desiring abortions. The 
defendant Chamberlain had entered a plea of guilty on 
January 25, 1952, to an information charging him with 
the crime of abortion. The defendant also admitted a 
prior felony conviction in October, 1937, for using an 
automobile without the permission of the owner. 

Chamberlain was arrested by Minneapolis police of- 
ficers on January 21, 1952, following the hospitalization 
of a twenty-year-old Minneapolis divorcee who was suf- 
fering from the after effects of a criminal abortion. An 
investigation revealed that the defendant Chamberlain, 
who stated he was associated with a Minneapolis real 
estate concern, had aborted her by means of a catheter 
on January 12, 1952. The abortion, for which Chamber- 
lain received the patient’s promissory note for $150, was 
done in the evening at the defendant’s real estate office. 
Chamberlain admitted that he impersonated a licensed 
Minnesota physician at a Minneapolis medical supply 
company in order to obtain instruments which he later 
used in doing this abortion. 

When Chamberlain claimed in Court that this was the 
only abortion he had ever committed, Judge Fosseen 
indicated to the defendant that he did not believe him in 
this regard. The defendant also stated to the Court that 
he learned the technique of doing an abortion merely 
from a conversation with a customer to whom he had 
sold a house. Chamberlain holds no license to practice 
any form of healing in the State of Minnesota. 





THE DOCTOR’S RESPONSIBILITY TO HIS PATIENT 


(Continued from Page 317) 


advised as to her condition. Frequently patients 
ask me, “Do you write my doctor?” When I 
assure them that I do so and add that “T had a 
letter from him and he is very pleased that you 
are progressing satisfactorily,” 
appreciative. 


the patient is very 
After all, he still is the family doc- 
tor, in whom the patient has unlimited confidence 
due to his many years of guidance and medical 
care. There are many other important factors 
that can be emphasized on this vital subject. 

These brief remarks, based on a consultation 
practice of forty-four years, are simply made, 
because all of us realize the importance of a close 
physician-patient relationship, the desire to ease 
our patients’ suffering, both physically and men- 
tally, and to have our patients retain that high 
degree of confidence without which no physician, 
however brilliant, is successful. 

Our responsibility extends further than to the 
individual patient. In these days of turmoil it 
is our duty to be active in our community life, 
to enlighten the public by addresses sponsored by 
our county and state societies, not only on scien- 
tific subjects but also on other aspects of medical 
problems. 

The of socialized medicine is ever 
present. Although Congress has refused four times 
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danger 


to pass the Wagner-Murray-Dingell Bill in its 
various forms, other schemes are constantly de- 
veloping. Ewing’s proposal to provide hospital and 


medical care to every person over sixty-five years 
of age who comes under the Social Security Act, 
and their dependents, estimated at 143 million, 
the attempt to have all school children, regardless 
of financial circumstances, receive free medical 


examinations, and the ever-increasing tendency 
for nonservice-connected veterans to obtain free 
hospital and medical care, are simply entering 
wedges on whose foundation socialized medicine 
will develop. With the universal military train- 
ing in effect, all of us will be war veterans of 
some sort in the not too distant future. In order 
to keep our precious American heritage of the 
private practice of medicine, we must be on the 
alert, individually contact our representatives in 
Congress and, collectively, one and all support 
the American Medical Association, both actively 
and financially. But for their activities at the 
grass root levels, the Lord only knows where we 
would be today. 
duty. Our 


mands it. 


Let us not neglect this important 


patient-physician relationship de- 
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Minnesota State Medical Association 


Ninety-Ninth Annual Meeting 


Minneapolis, Minnesota 
May 26, 27 and 28, 1952 


Program 


BUSINESS SESSIONS 


SATURDAY, MAY 24 
Hotel Radisson 


Admiral Room 
Council Admiral Room 


SUNDAY, MAY 25 


Hotel Radisson 
eee Admiral Room 
.M.—Insurance Liaison Committee. ... Mezzanine 
.M.—Reference Committees Mezzanine 
-M.—House of Delegates 
.M.—House of Delegates........... Gold Room 


MONDAY, MAY 26 
Hotel Radisson 


Se pl A as an canamacnsdw ned Admiral Room 


.M.—House of Delegates Gold Room 


TUESDAY, MAY 27 


Hotel Radisson 
a i ae waa a we ne. Wan eal Admiral Room 
ID os ck cwas ee hiwe eer Mezzanine 
Anesthesiology 
Child Health 
Conservation of Hearing 
Diabetes 
Editing and Publishing 
First Aid and Red Cross 
Fractures 
General Practice 
Heart 
Hospitals and Medical Education 
Maternal Health 
Ophthalmology 
Rural Medical Service 


WEDNESDAY, MAY 28 


Hotel Radisson 


M.—Council Admiral Room 
rrr ror Mezzanine 
Cancer ~ 
Chronic Illness 
Historical 
Hospitals and Professional Relations 
Medical Economics 
Medical Testimony 
Military Affairs 
Public Health Education 
University Relations 
Veterans Medical Service 


SOCIAL EVENTS 


SATURDAY, MAY 24 


Dinners 
Phi Beta Pi Alumni Association 
6:30 p.m., Minneapolis Club 
Make reservations with Dr. Howard Frykman, 
1829 Medical Arts Building, Minneapolis. 


MONDAY, MAY 26 


Luncheons 
American Medical Women’s Association, Inc., Minnesota 
Chapter 
12:15 p.m., Hotel Curtis 
Make reservations with Dr. Catherine Burns 
201 S. Broadway 
Albert Lea, Minnesota 
Open to all visiting women physicians 
Minnesota Chapter, American College of Chest Physi- 
cians 
12:15 p.m., Hotel Radisson, Room 118 
Third Region Examiners, Civil Aeronautics Authority 
12:15 p.m., Charlie’s Cafe Exceptionale 


Dinners 
Minnesota Chapter, American Academy of General Prac- 
tice 
5:00 p.m., Social Hour, Junior Ballroom, Hotel Rad- 
isson 
6:00 p.m., Dinner, Grand Ballroom, Hotel Radisson 
Minnesota Medical Foundation, Board of Trustees 
:00 p.m., Room 118, Hotel Radisson 
Minnesota Radiological Society 
6:00 p.m., Edina Country Club 
Dinner honoring Dr. Leo G. Rigler’s completion of 
twenty-five years as head of the Department of Radi- 
ology, University of Minnesota. Doctors’ wives are 
invited. 
Special Meetings 
Nu Sigma Nu 
5:00 p.m., Social Hour, Admiral Room, Hotel Radis- 
son 


TUESDAY, MAY 27 


Luncheons 
Minnesota Society of Clinical Pathologists 
12:15 p.m., Campus Club, University of Minnesota 


Dinners 

Presidential Reception 
5:45 to 6:45 p.m., Gold Room, Hotel Radisson 
Physicians and their wives attending the annual 
banquet will be guests of the Physicians and Hospital 
Supply Company, Minneapolis. 

Annual Banquet of Minnesota State Medical Association 

:00 p.m., Grand Ballroom, Hotel Radisson 
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PROGRAM—NINETY-NINTH ANNUAL MEETING 


GENERAL SESSION 
MONDAY, MAY 26 


Visit Scientific and Technical Exhibits 
Auditorium 
Program West Hall 


Management of Trauma and Associated 
States 
Shock in Trauma 
Minneapolis 
Management of Patient with Trauma of 
the Chest.. NATHAN K. JENSEN, Minneapolis 
Athletic Injuries—Dona.Lp R. LANNIN, St. Paul 
Physical Therapy in General Practice.... 
MiLanp E. Knapp, Minneapolis 


Question and Answer Period 


IvAN D. BARONOFSKY, 


Intermission 


Visit Scientific and Technical Exhibits 
Auditorium 
Program West Hall 


Emergencies Occurring During Anesthesia, 
Their Treatment and Prevention 
F. C. Jacozson, Duluth 
Emergencies Occurring During Surgery 
Davip P. ANDERSON, Austin 
Emergencies Occurring During Immediate 
Post-operative Period Joe W. Barro, 
Minneapolis 


Question and Answer Period 


Afternoon 


Miscellaneous Luncheons 


Visit Scientific and Technical Exhibits...... 
Auditorium 
Program West Hall 


Abuses of New Therapeutic Agents 
Cortisone and ACTH 

Ropert M. SArassa, Rochester 
Antibiotics....WENpELL H. HALL, Minneapolis 

Abuses of a Low-Sodium Content Diet in 
Heart Disease........ MiLton W. ANDERSON 
Rochester 
Banthine R. S. YivisAKer, Minneapolis 


Question and Answer Period 


Intermission 


Visit Scientific and Technical Exhibits 
Auditorium 
Program West Hall 
Roentgen Diagnosis of Benign Gastric Ulcer 
Haroip O. Peterson, St. Paul 
Russell D. Carman Memorial Lecture. . West Hall 
Clinical Aspects of Abnormal Small Intes- 
tinal Physiology Ross GOLDEN 
Professor of Radiology, Columbia University 
College of Physicians and Surgeons, 
New York City, N. Y. 
Visit Scientific and Technical Exhibits..... 
Auditorium 
Obstetric Manikin Demonstration... West Corridor 
HucuH G. Hamitton, Kansas City, Missouri 


Evening 


Special Dinners 
Open House 


1952 


SPECIAL SESSION 


MONDAY, MAY 26 
Auditorium Stage 


Minnesota Chapter of the American College of 
Chest Physicians 
Joun F. Briccs, St. Paul, presiding 
Segmental Resection in the Treatment of 
Pulmonary Infections 
W. Rosert Scumipt, Minneapolis 
Discussion... NATHAN K. JENSEN, Minneapolis 


Roentgen Observations on Vascular Lesions 
of the Lung Leo G. RIGLeR, Minneapolis 
Discussion Dan L, Fink, St. Paul 


Intermission 


Visit Scientific and Technical Exhibits 
Auditorium 


Treatment of Common Chest Emergencies. . 
THomAS J. KiNnsELLa, Minneapolis 
Discussion..IvAN D, BAroNorsky, Minneapolis 


Interrelationships Between Cardiac and Pul- 
monary Diseases 
RicHArp V. Esert, Minneapolis 
Discussion Joun F. Brices, St. Paul 


GENERAL SESSION 
TUESDAY, MAY 27 


Visit Scientific and Technical Exhibits 
Auditorium 
Program West Hall 
Simple Proctologic Procedures............. 
WiL.1AM C. BernNsTEIN, St. Paul 
The Management of Diverticulitis of the 
Colon Joun M. Wauecu, Rochester 


Treatment of Thrombophlebitis 
FREDERICK M. Ow Ens, Jr., St. Paul 
Arthur H. Sanford Lectureship in Pathology 
Practical Aspects of the Rh Factor 


Epitu L. Potter, Associate Professor of Pathol- 
ology, Department of Obstetrics and Gyne- 
cology, University of Chicago, Chicago, Illinois 


Intermission 


Visit Scientific and Technical Exhibits 
Auditorium 
Program West Hall 
Blood Transfusions and Blood Volume 
Expanders T. H. Se.pon, Rochester 


Functional Uterine Bleeding 
Ropney F. Sturtey, St. Paul 


Carcinoma of the Cervix. .RicHARD W. TE LINpbE, 
Gynecologist-in-Chief, Johns Hopkins 
Hospital, Baltimore, Maryland 


Afternoon 


Miscellaneous Luncheons 


Visit Scientific and Technical Exhibits 
Auditorium 


355 





PUI oink nds nis oscninnsrvieves West Hall 
P.M. 


2:00 Therapy 

New Trends in the Treatment of Goiter... 
James J. Cort, Duluth 
Treatment of Anemia........ FRANK J. HEcK, 
Rochester 

New Drugs in the Treatment of Hyper- 
OE ie ann eace E. A. Hrnes, Jr., Rochester 

The Treatment of the Convulsive Dis- 
AE ZONDAL R. MILLER, St. Paul 


3:00 Question and Answer Period 


Intermission 
Visit Scientific and Technical Exhibits 


Auditorium 
POR ws cant edane cdbceee sue aren West Hall 


4:00 Anticoagulants in Cardiovascular Disease 
Joseru F. Bore, St. Paul 


4:15 Trends in the Treatment of Sub-acute Bac- 
terial Endocarditis.......... JosepH E. GERACI, 
Rochester 


4:30 The Treatment of Convalescent Cardiac 
GE sc ncccanacapanesanets Cuester M. Kurtz, 
Associate Professor of Clinical Medicine 
University of Wisconsin, Madison, Wisconsin 

5:00 Visit Scientific and Technical Exhibits...... 
Auditorium 


5:15 Obstetric Manikin Demonstration.. West Corridor 
Leon S. McGoocan, Professor (Acting Chair- 
man), Department of Obstetrics and Gynecol- 
ogy, University of Nebraska, College of Medi- 

cine, Omaha, Nebraska 


Evening 
P.M. 
7:00 Annual Banquet............... Grand Ballroom, 
Hotel Radisson 
Presiding: W. R. Jones, President, Hennepin 
County Medical Society 
Introduction of Mrs. C. L. SHEEpy, Austin, 
President, Woman’s Auxiliary 
Presentation of Fifty-Club Certificates 
Presentation of Southern Minnesota Medical 
Association Medal 
Presentation of Distinguished Service Medal 
Greetings—THe HonorasteE C. ELMER ANDER- 
son, Governor, State of Minnesota 
Presidential Address.......... R. L. J. Kennepy, 
Rochester, President, Minnesota 
State Medical Association 
“Rabelais and Modern Medicine”’......... 
Joun F. Futton, 
Yale University School of Medicine, 
New Haven, Connecticut 


SPECIAL SESSION 
TUESDAY, MAY 27 


Auditorium Stage 


A.M. 
9:00 Minnesota Society of Clinical Pathologists 
De ie vkcithaeccecntankeeasKnairs 
Anatomy Building, University of Minnesota 
Moderator.........s0: LaurREN V. ACKERMAN, 


Professor of Pathology, Washington University 
School of Medicine, St. Louis, Missouri 


9:00 Minnesota Academy of Ophthalmology and Oto- 
ae car telat etree Auditorium Stage 


laryngology 


PROGRAM—NINETY-NINTH ANNUAL MEETING 


P.M. 
1:00 


A.M. 
8 :30 
9 :00 


9:15 


9:45 


11:00 
11:15 
11:30 


11:45 


P.M. 
12:15 
1:30 


> 


3:00 








Management of Common Injuries and External 


Diseases of the Eye....THEoporRE R. Fritscne, 


New Ulm 
Treatment of Nasal Hemorrhage........... 
GeorceE L. Loomis, Winona 


Intermission 
Minnesota Academy of Ophthalmology and 
Otolaryngology ............/ Auditorium Stage 
The Common Ocular Manifestations of Dia- 
betes Mellitus...... Joun H. Peterson, Duluth 
Treatment of Conduction Deafness with 
Roentgen Therapy..JeEnNincs D. M. Syjoptne, 
Mankato 


Minnesota Society of Clinical Pathologists 
Tumor Seminar (Continued)—Anatomy Build- 
ing, University of Minnesota 


GENERAL SESSION 
WEDNESDAY, MAY 28 


Visit Scientific and Technical Exhibits..... 
Auditorium 
NE ccesnedcunenneieamsastienenet West Hall 
Resuscitation of the Newborn. ..Etitts N. CoHEen 
St. Paul 

Some Recent Advancements in the Manage- 
ment of Hypertension...... CARLETON CHAPMAN, 
Associate Professor of Medicine, 
University of Minnesota Medical School, 


Minneapolis 
Recent Advances in Research on Rheumatic 
DE a ca Poadetweoiitinniavedren Lewis THOMAS 


American Legion Memorial Heart Research 
Professor, University of Minnesota, 


Minneapolis 
Intermission 
Visit Scientific and Technical Exhibits.. .. 
Auditorium 
TR TC eT West Hall 
Surgical Lesions of the Breast...... R. F. Hep, 
Red Wing 


Surgical Treatment of Intractable Pain.... 
WitirAmM T. Peyton, Minneapolis 


Practical Aspects of Fluid Balance......... 
JoHN F. ARNESEN, Owatonna 


Fractures of the Forearm in Children...... 
>. Ivins, Rochester 


Afternoon 


Round Table Luncheons 
Visit Scientific and Technical Exhibits..... 


Auditorium 

ON, nde cnncadxwnencndeneweemen West Hall 
Treatment of Eczema 

General Aspects......... F. T. Becker, Duluth 


The Evaluation of Allergic Factors in the 
Cause and Treatment of Eczema......... 


E. T. Ceper, Minneapolis 
Cecmpational Asgeets,......00sciccccccedesss 


Harotp G. Ravits, St. Paul 
IE. oS sca wevanse Rosert R. KrervanD, 
Rochester 


Question and Answer Period 
(Continued on Page 360) 
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The regular monthly meeting of the Minnesota Academy 
of Medicine was held at the Town and Country Club 
on Wednesday evening, October 10, 1951. Dinner was 
served at 7 o'clock and the meeting was called to order 
at 8:15 p.m. by the President, Dr. W. H. Hengstler. 
There were fifty members and four guests present. 
Minutes of the May meeting were read and approved. 
The scientific program followed. 


The regular monthly meeting of the Minnesota Academy 
of Medicine was held at the Town and Country Club 
on Wednesday evening, November 14, 1951. Dinner 
was served at 7 o’clock and the meeting was called to 
order at 8:15 p.m. by the President, Dr. W. H. Hengstler. 

There were forty-two members and four guests 
present. 

Minutes of the October meeting were read and ap- 
proved. 


The President appointed Dr. Charles Mayo to prepare 







The regular monthly meeting of the Minnesota Academy 
of Medicine was held at the Town-and Country Club 
on Wednesday evening, December 12, 1951. Dinner 
was served at 7 o’clock and the meeting was called to 
order at 8 p.m. by the President, Dr. William H. 
Hengstler. 

There were forty-nine members and one guest present. 

Minutes of the November rreeting were read and ap- 
proved. 

Dr. O. S. Wyatt read the following Memorial to Dr. 
Frank J. Corbett. 


JAMES FRANK CORBETT 
1872 - 1951 


Dr. James Frank Corbett was born February 16, 1872; 
he died on November 6, 1951, at the age of seventy- 
nine. He received his medical degree from the Uni- 
versity of Minnesota in 1896. In 1896-97, he served an 
internship at the Minneapolis General Hospital. He did 
graduate work at the University of Michigan, University 
of Chicago, and the Rockefeller Foundation. 

In 1898, he was City Bacteriologist in Minneapolis. 

In 1907, he read his Inaugural Thesis before this 
Academy entitled “Gastric Ulcer with Especial Reference 
to Malignant Change.” It was also in this year that he 
was appointed Assistant Professor of Surgical Pathology 
at the University. Between the years 1910 and 1920, he 
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Minnesota Academy of Medicine 


Meeting of October 10, 1951 






Meeting of November 14, 1951 


Meeting of December 12, 1951 


Dr. Donatp Hastinocs, of the University of Minnesota, 
read his thesis on “Psychiatry in Medical Education.” 
Dr. WESLEY W. Spink, of the University of Minnesota, 
gave a talk and showed colored lantern slides of his 
summer trip to Europe, particularly on Medical Observa- 
tions in Yugoslavia. 
The meeting was adjourned. 


Wattace P. Ritcuie, M.D., Secretary 


a Memorial for Dr. A. W. Adson, and Dr. O. S. Wyatt 
to prepare a Memorial for Dr. Frank J. Corbett, mem- 
bers who had died recently, and report at a later meet- 
ing. 

The scientific program followed. 


Dr. EpMuUND FLINK, of the University of Minnesota 
Medical School, by invitation, gave a paper on “Bi- 
lateral Adrenalectomy for Hypertension.” 

The meeting was adjourned. 

WaLtace P. Ritcute, M.D., Secretary 


read several papers before the Academy, some of which 
were in conjunction with Dr. James E. Moore. 

In the year 1911, he was appointed Associate Pro- 
fessor of Experimental Surgery. He resigned this posi- 
tion in January 1913, and, under the reorganization, was 
reappointed in August 1913. He served in World War I 
from 1916 to 1919, and during that time he was Chief 
of Surgery at General Hospital in Cape May and Chief 
of Surgery at Walter Reed Hospital. In 1919, he was 
appointed Associate Professor of Surgery at the Uni- 
versity. 

In 1920, he served as President of the Hennepin County 
Medical Society and in 1923 was President of the Min- 
nesota State Medical Association. 

He served as Chief of Surgery at the Minneapolis 
General Hospital from 1921 to 1926. He was appointed 
Clinical Professor of Surgery in 1937, and in 1940 he 
became Emeritus Professor of Surgery at the University. 

Dr. Corbett did considerable writing in his younger 
years; prior to 1928 he published about forty medical 
articles, 

In 1942, he was made an Honorary Member of this 
Academy. 

He was a Fellow of the American College of Sur- 
geons, a member of the American Board of Surgery, the 
Minnesota Academy of Medicine, the Western Surgical 
Society, the American Medical Association, and the 
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INTERNATIONAL COLLEGE OF SURGEONS 


A central states regional meeting of the United States 
Chapter of the International College of Surgeons will 
be held in Kansas City, Missouri, April 28 and 29, 
with headquarters at the President Hotel. Members of 
the surgical profession at large are invited to attend. 
The program will include general scientific sessions each 
morning from 9:00 to 12:00 and each afternoon from 
2:00 to 5:00; luncheons followed by panel discussions 
each day; a social hour and dinner on the first evening 
with Dr. David L. MacFarlane, President of Kansas 
State Teachers College, as the speaker; and a buffet 
dinner on the second evening followed by panel dis- 
cussion of a “Mystery Case,” which will be a joint ses- 
sion with the Jackson County Medical Society. 


CONFERENCE ON AGING 


“Housing the Aging” is the topic for the University of 
Michigan Fifth Annual Conference on Aging to be held 
in Ann Arbor, Michigan, July 24 to 26. The three-day 
conference will consider the housing needs of healthy, 
chronically ill, confused, and disabled older people siv- 
ing in urban and rural areas. 

The conference is directed to national, state, and local 
planners; physicians, nurses, and public health workers; 
industrial retirement counselors; welfare and social work 
personnel ; architects, builders, realtors; safety and sani- 
tary engineers; public and private investment and fi- 
nancing agencies; directors of old age homes, nursing 
homes, hospitals, and housing projects; and to older 
people themselves who are interested in contributing to 
the solution of the housing problem of the aging. 

The conference is under the co-sponsorship of the In- 
stitute for Human Adjustment, Schools of Architec- 
ture, Business Administration, Social Work, Public 
Health, and the Medical School, Extension Service and 
Summer Session of the University of Michigan; the 
Michigan State Medical Society; the Committee on Ag- 
ing and Geriatrics of the Federal Security Agency, 
Washington, D. C., and the Housing and Home Fi- 
nance Agency, Washington, D. C. 

Conference registration materials may be obtained by 
writing to Dr. Wilma Donahue, Institute for Human 
Adjustment, Room 1510, Rackham Building, Ann Arbor, 
Michigan. 


MICHAEL REESE HOSPITAL 
POSTGRADUATE SCHOOL 


The Michael Reese Hospital Postgraduate School, 
Chicago, is offering the following courses during April 
and May: 

A two-week course in “Diseases of the Endocrines— 
Physiology and Diagnostic Methods.” This full-time, 
intensive course will meet from April 28 to May 9 
and will be under the direction of Dr. Rachmiel Levine, 
director, Department of Metabolic and Endocrine Re- 
search. Basic principles will be presented with a re- 
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view of recent advances in the field. The course is de- 
signed for clinical application. 

A. two-week course in “Recent Advances in Internal 
Medicine,” from May 12 to 24. This full-time intensive 
course encompasses a systematic review of recent ad- 
vances in the various branches of internal medicine. 
The clinical and didactic material will be presented by 
members of the Department of Internal Medicine, other 
clinical departments and the Division of Laboratories 
and Research. 

A one-week course in “Recent Advances in Pediatrics 
—Diagnostic and Therapeutic Measures,” from May 26 
to 31. Recent advances in pediatrics, including the pres- 
entation of clinical as well as didactic material. For the 
pediatrician and other physicians who limit their practice 
largely to children. The course will be presented by 
the Department of Pediatrics and co-operating depart- 
ments. 

Further information about any of these courses can 
be obtained by writing to Dr. Samuel Soskin, Dean, 29th 
Street and Ellis Avenue, Chicago 16, Illinois. 


ANESTHESIOLOGY SYMPOSIUM 


The University of. Pittsburgh School of Medicine, 
Department of Surgery, Section of Anesthesiology an- 
nounces a postgraduate symposium on the basic sciences 
related to anesthesiology, to be held at Pittsburgh June 
2 to 6 in co-operation with the Department of Anesthe- 
siology of the St. Francis, Allegheny General, and 
Mercy Hospitals. The course will be limited to fifty 
participants. Registration fee is $25. 

Registration and full particulars can be obtained from 
the Chairman of the Committee on Graduate Medical 
Education, University of Pittsburgh School of Medicine, 
3941 O’Hara Street, Pittsburgh 13, Pennsylvania. 


MINNESOTA ACADEMY OF 
GENERAL PRACTICE 


The Hennepin County Academy of General Practice 
will sponsor the dinner and program of the Minnesota 
Academy of General Practice, which will be held in the 
Ballroom of the Radisson Hotel, Minneapolis, the eve- 
ning of May 26, 1952. A social hour at 5:00 p.m. will 
precede the dinner scheduled for 6:00 p.m. 

Speakers for the event will be: 

R. B. Rossrns, M.D., Camden, Arkansas, Past Presi- 

dent of the American Academy of General Practice 

“Medicine in This Changing World” 

Epwarp H. Rynearson, M.D., The Mayo Clinic, 

Rochester, Minnesota 
“Is Obesity an Endocrine Problem?” 


MINNESOTA PATHOLOGICAL SOCIETY 


Dr. C. Keith Simpson, Reader in Forensic Medicine, 
University of London, and Supervisor of Medico Legal 
Post-Mortems at Guy Hospital, will give a special lecture 
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Sites for injection of local anesthesia in obstetrics. Sites 1 to 4 
should be similarly injected on the contralateral side. Site 5 
is for episiotomy. Adapted from Johnson, O. J.: Nerve Block 
in Painless Childbirth, J.A.M.A. 145:401 (Feb. 10) 1951. 


Pudendal Block in Obstetrics 
Simplified with ALIDASE 


Using a local anesthetic with hyaluronidase, Heins* reports: “Complete perineal 
anesthesia is practically instantaneous. . . . The technique of pudendal block is greatly 
simplified. The operator does not have to inject the nerve per se, but infiltration in 
the vicinity of the nerve will accomplish an effective block.” 

Baum?’ states: “The use of hyaluronidase is found to be a safe and simple method 
for increasing the efficiency of pudendal block in obstetrics and for overcoming many 
of the objections to this type of obstetrical anesthetic.” 


® 
ALI DASE - in, purified, well tolerated brand of hyaluronidase— 


definitely shortens the period between completion of the block and establishment of 
operating analgesia. Swelling, induration and discomfort are almost negligible with 
Alidase. 


1Heins, H. C.: Pudendal Block with Hyaluronidase, J. South Carolina M. A. 
46:309 (Oct.) 1950. 


2Baum, F. E.: The Use of Hyaluronidase in Pudendal Block, Am. J. Obst. & 
Gynec. 60:1356 (Dec.) 1950. 


RESEARCH IN THE SERVICE OF MEDICINE S EAR LE 
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REPORTS AND ANNOUNCEMENTS 


Therapy for Vascular 
Headache to Reverse the 
Physiologic Disturbance 


Headache, a problem encountered in all kinds of medical | 


practice, may occur in association with any of a variety of dis- 
orders, some organic, other purely functional. 


Among the several types, functional headaches present the 


greatest problem because of their obscure etiology and re- | 


current nature. 
Among these are: 


Migraine (both classical and variant forms) 
Tension headache 

Psychogenic headache 

Histaminic cephalgia 


Wolff and his co-workers established that-the pain of these 
headches is due to disturbance of the tonus of cranial blood 
vessels — hence the term vascular headaches. 


The craniovascular changes associated with the several 
phases of the typical migraine attack are: 


Vasoconstriction — to which the visual prodro- 
mata are attributable. It is possible to abort the 
attack during this phase in all but a few cases. 
(See treatment below.) 


Vasodilatation — as the vessels lose their tone, 
exaggerated pulsations set in, resulting in the 
throbbing pain which characterizes vascular 
headache. Treatment for the attack is still effec- 
tive during this phase. (See below.) 


Vessel Edema — if the vasodilation continues. 
for too long, vessel walls become edematous; 
this changes the character of the pain to a steady, 
intense aching. The attack can now no longer be 
checked, even with maximum dosage of specific 
drugs. Moreover, sustained headache often in- 
duces reflex neck muscle tension, a source of 
residual pain. 


Therapy: 1. Reduce the frequency of attacks — psycho- 


therapy and regulation of living habits to avoid fatigue and 
nervous tension. 


2. Relieve the acute attack — of the numerous 
drugs which have been tried, ergotamine and its derivative 
preparations have proved most effective. The newest product 
is oral tablets of Cafergot®, N. N. R. (ergotamine with caffe- 
ine ‘Sandoz’). When dosage is adjusted to the needs of the 
individual, Cafergot will give good relief in 85% of cases. It 
enables a greater number of patients to benefit from early ad- 
ministration since the oral route simplifies treatment as com- 
pared to parenteral therapy. 


The dosage procedure is: 


1. Take 2 tablets at first sign of the attack. 


2. If attack continues, take one additional 
tablet every ¥% hour until attack is 
terminated (max. 6 tabs. per attack). 


Many migraine patients delay taking medication until the | 
attack is at its height. Explicit dosage instructions may be | 


forgotten unless the patient comes to realize their importance. 
Therefore, to encourage adherence to correct procedure, we 
have prepared pads outlining detailed dosage instructions. 


Supplies of these INSTRUCTION SLIPS will gladly be sent | 


upon request. 


GENERAL REFERENCES: DeJong, R.: Chicago M. Soc. 
Bull 54: 106, 1951. Friedman, A.: Modern Headache 
Therapy, St. Louis, C. V. Mosby Co., 1951. Wolff, H.: 
fpendee one Other Head Pain, N. Y., Oxford Univ, 
ress, 1948. 


Senden Pp barmaceuticals 
DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N. Y. 
360 
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on “Crime and the Doctor” under the sponsorship of the 
Minnesota Pathological Society, Tuesday, May 20, 1952, 
The lecture is scheduled to be given at 8 p.m. in Owre 
Hall (formerly Medical Science Amphitheater) Univer- 
sity of Minnesota. 


MINNESOTA STATE MEDICAL ASSOCIATION 
(Continued from Page 356) 
Intermission 


Program West Hall 
Exstrophy of the Urinary Bladder—A' discus- 
sion of anatomical and surgical principles ap- 
plicable to its repair, with a preliminary report 
of a case— 
TuHeEoporRE H. Sweetser, Minneapolis 
_ Tague C. CHtIsHo_M, Minneapolis 
Wittis THOMPSON, Minneapolis 


ROUND TABLES 
Italian Room, Radisson Hotel 
MONDAY, MAY 26 


The Induction of Labor—Hucu G. HAmmton, Kansas 
City, Missouri 
Leon S. McGoocan, Omaha, Nebraska 


TUESDAY, MAY 27 
Mezzanine, Hotel Radisson 


| rer ees: Epwin J. Simons, St. Paul 
Mr. F. Maneey Brust, St. Paul 
Diagnosis of Poliomyelitis..F. G. HEpENstrom, St. Paul 
Problem of Obesity C. F. GastineAu, Rochester 
Diabetes During Pregnancy..JoHN R. Meane, St. Paul 
Ropney F. Sturtey, St. Paul 
Immunization of Infants..GrEorGE B. LoGAN, Rochester 

3one Marrow Study in Blood Dyscrasia........... 
Joun B. Moyer, Duluth 
Value of Flat Plate in the Diagnosis of Acute Conditions 
of the Abdomen....ELMER C. PAULSON, Worthington 
Management of Eye Injuries........ F. F. WiprpeRMANN, 
W. J. BusHarp, J. P. WENDLAND, Minneapolis; 

J. C. O’Nemt, Duluth 

Injuries of the Hand..Meryer Z. GoLpNER, Minneapolis 

The Correlation of Clinical and X-Ray Pelvimetry 
Hucu G. Hamitton, Kansas City, Missouri 

Leon S. McGoocan, Omaha, Nebraska 


WEDNESDAY, MAY 28 
Mezzanine, Hotel Radisson 


Drug Therapy in Parkinsonism........ S. K. SHAPIRO, 
Minneapolis 
Obstetric Anesthetics and Analgesias.............-- 
Lreonarp A. LANG, Minneapolis 
Common Skin Diseases..FRaANcis W. Lyncu, St. Paul 
Management of the Chronic Cardiac Patient 
Joun J. BoeHrer, Minneapolis 

Surgical Treatment of Atelectasis of the Newborn 
E. B. Berctunp, W. P. Ever, T. C. CutsHoim, O. S. 

Wyatt, Minneapolis 

The Effects of Cortisone and ACTH on Infection | 
Lewis THomas, Minneapolis 

Value of Stellate Block in Management of Stroke... 
C. H. MiLirKan, Rochester 
Evaluation of Compensable Disabilities...Cart O. Rick, 
Minneapolis 

Dehydration Therapy in Cardiac Disease..........-- 
Davin M. Crate, St. Paul 
The Doctor in Court........ Mr. Raymonp A. SCALLEN, 
Minneapolis 
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WHERE 
ALCOHOLICS 
ACHIEVE 
INSPIRATION 
FOR 
RECOVERY 


Where gracious living, a 
homelike atmosphere and 
understanding compan- 
ionship contribute to suc- 
cessful rehabilitation. 


200 acres on the shores of beautiful Lake Chisago 


The methods of treatment used at the Hazelden Foundation are based on a true understanding of the 
problem of alcoholism. Among the founders of the nonprofit Hazelden Foundation are men who have re- 
covered from alcoholism through the proved program of Alcoholics Anonymous and who know the problems 
of the alcoholic. All inquiries will be kept confidential. 


HAZELDEN FOUNDATION 


Lake Chisago, Center City, Minn. Telephone 83 








DICTAPHONE Dictating Machines aw important 


Featuring the Revolutionary 


TIME MASTER GLENWOOD 
INGLEWOOD 


Now Has 


Electronic Dictating—Transcribing and 


Recording Machines 


Remote Dictation Systems for 


Hospitals, Clinics and Doctors SPRING WATER 


Helps Prevent Tooth Decay 


Other Glenwood-Inglewood Waters: 
Glenwood-Inglewood Natural Spring Water 
Glenwood-Inglewood Distilled Spring Water 
~ATENWO Certified Soft Spring Water 


Free demonstration in your office 


SALES — SERVICE — SUPPLIES 


DICTAPHONE CORPORATION 
120 S. 9th St. ATlantic 3295 


Minneapolis 2, Minnesota /— 


GLENWOOD AT THOMAS’ CALL GENEVA 4351 
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WOMAN’S AUXILIARY 


JUNE 30, 1952 


LAST DAY FOR USE OF ANY BUT 
APPROVED DIATHERMY EQUIPMENT 
—BUILLT IN ACCORDANCE WITH 


F.C.C. SPECIFICATIONS ... 
(SEE A.M.A. JOURNAL, JUNE 2, 1951, PG. 481) 


Let us help you meet the F.C.C. deadline. The Pen- 
gelly X-Ray Company, the Northwest's oldest and larg- 
est medical equipment dealers, are ready to serve you. 
Our experienced staff and sales organization can help 
you meet this government regulation before the June 
30th deadline. One of our representatives will be glad to 
call at your convenience. Discuss your particular 
problem with him. Have him show you the F.C.C. ap- 
proved Burdick, the world’s finest diathermy instru- 
ment, your best answer to the June 30th deadline. 


AUTOMATIC TIMING 
FASTER STARTING 
GREATER STABILITY 


F.C.C. APPROVED 


BURDICK 


MF-49 AND X 85 
DIATHERMY UNITS 


Burdick Diathermy Ma- 
chines are designed for 
use with all types of 
electrodes — including 
contour applicator, air 
spaced electrodes, in- 
duction cable, cuff tech- 
nique and electro surg- 
ical accessories. Built 
to give treatment after 
treatment all day long 
without overheating. 
Scientific construction 
guarantees dependable 
trouble-free performance 
year in and year out. 
A.M.A. accepted—F.C.C. 
approved. 











NSE, 
+ < 


SERVICE 


A} 
°upa* 


PENGELLY X-RAY COMPANY 


Established 1914 
LASALLE BLDG. MINNEAPOLIS, MINN. 


EXCLUSIVE NORTHWEST DISTRIBUTORS 
@ WESTINGHOUSE X-RAY EQUIP. 
@ BURDICK PHYSICAL THERAPY 
@ CAMBRIDGE CARDIOGRAPHS 











Woman’s Auxiliary 





PRESIDENT ANNOUNCES ANNUAL MEETING 
Mrs. F. P. Moersch 


Plans for the 1952 annual meeting of the Woman's 
Auxiliary to the Minnesota State Medical Association 
have been completed and offer an interesting and stimu- 
lating slate of events for doctors’ wives from through- 
out the state, 

This year’s meeting will be held May 26, 27 and 28 
in Minneapolis, with the Hotel Radisson as headquarters, 
Registration opens at 8:00 a.m. each morning, and there 
will be advanced registration beginning late Sunday, 
May 25. 

The Executive Board meeting will begin at 11:00 a.m, 
Monday, May 26, at the College Women’s Club, with a 
luncheon following at 1:00 p.m. At 3:30 p.m., Monday, 
the annual tea honoring state officers will take place at 
the Swedish Art Institute. 

The annual meeting will be held at the Woman's Club 
of Minneapolis beginning at 10:00 a.m. on Tuesday, May 
27, with the annual luncheon following at 1:00 p.m. On 
Wednesday morning, May 28, there will be the annual 
breakfast. Annual meeting programs will be mailed 
to members just before the meeting. 

Another interesting feature of this year’s meeting 
will be guided tours through General Mills’ kitchen and 
several Minneapolis radio stations. 

Your president urges you to take this opportunity to 
become better acquainted with your state auxiliary or- 
ganization. A warm, friendly welcome will await you 
in Minneapolis. Be sure to attend. 





MEDICAL TECHNOLOGY 
(Continued from Page 335) 


is known as the Minnesota Society of Medical 
Technologists and holds a charter from _ the 
ASMT. The MSMT is incorporated in Minne- 
sota. Within the state society are district societies 
of which there are five geographically but four 
functionally. The largest and oldest is the Twin 
City organization, The second is the Arrowhead. 
The other two include the area in which the Mayo 
Clinic is located, and the area embracing an 
angular territory with Bemidji and St. Cloud as 
the largest centers. 

The intended purpose of this article is to solicit 
the aid of the medical profession in solving the 
problems confronted by registered medical tech- 
nologists (ASCP). Knowledge is the first attribute 
and in the wake of this all else adjusts itself. 
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Saint Paul's Exclusive 


CRESTVIEW 


NEUROPSYCHIATRIC 


HOSPITAL 


New .. Modern. . Complete . . 


Providing the highest standard of service at the lowest cost. 
e Occupational therapy and recreational department. 
e Complete X-ray and laboratory. 
e Electrocardiography—basal metabolism. 
e Electroencephalography available. 
Entrance Foyer e All patients rooms air-conditioned. 
e Background music and psychotherapy sound equipment. 


e Medically staffed by every neurologist and psychiatrist 
in Saint Paul. 
e Especially trained nursing staff. 
MEMBER of the American Hospital Association 
MEMBER of the Minnesota Hospital Association 


APPROVED by the Minnesota State Medical Association 
_ and the Ramsey County Medical Society. 


CRESTVIEW HOSPITAL e 145 W. College Ave., St. Paul 
GArfield 5841 


A non-profit organization 








225 Sheridan Road Medical Director Phone Winnetka 6-0211 





North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, MSS., M.D. 








Apri, 1952 








Professional Supplies 
and 
Sates 


BROWN & DAY, INC. 


St. Paul 1, Minnesota 











THE 
MEDICAL PROTECTIVE 
COMPANY 


s Val] TY > « 
2T WAYNE. | NDIANA 


PROFESSIONAL PROTECTION 
EXCLUSIVELY 
SINCE 1899 


MINNEAPOLIS Office: 
Stanley J. Werner, Rep., 
5026 Third Avenue South, 
Telephone Pleasant 8463 


(If no answer, call Fillmore 1411) 








In Memoriam 





WERNER HEMSTEAD 

Dr. Werner Hemstead, formerly mayor and a promi- 
nent resident of Brainerd, Minnesota, died March 12, 
1952, in Rochester. He was ninety-one years of age. 

Dr. Hemstead was born April 19, 1860, in Sherills 
Mound, Iowa. He came to Brainerd in 1882 after taking 
his medical degree and practicing six months in 
Nebraska. He served six years as assistant surgeon at 
the Northern Pacific Hospital which was located at 
Brainerd at that time. 

Dr. Hemstead was active in civic affairs, having served 
as mayor, city council member, member of the board of 
education, president of the Crow Wing County Agricul- 
tural Society and as county physician. He also served as 
representative from Crow Wing County in the State 
Legislature in 1891 and 1892. 

On leaving Brainerd, he served as resident physician at 
the St. Cloud reformatory for a number of years and 
later as resident physician at the Fergus Falls state 
mental hospital. In recent years, he resided with his son 
in Minneapolis. ‘ 


ROBERT HODAPP 

Dr. Robert Hodapp, a practicing physician at Willmar 
for more than thirty years, died March 17, 1952, at the 
age of sixty from a heart attack. 

He was a past commander of the Willmar American 
Legion post and had served as president of the Chamber 
of Commerce. He was also president of the Willmar 
school board, of which he had been a member since 1941. 


HAROLD JOSEPH PRENDERGAST 

Dr. Harold Joseph Prendergast, a member of a pioneer 
Saint Paul family, died quietly at his home at Turtle 
Lake, near Saint Paul, February 22, 1952. L 

Dr. Prendergast was born July 17, 1897, in Saint Paul, 
the son of James J. Prendergast and Anna Katherine 
Mitsch Prendergast. He received his primary education 
in Saint Paul schools. He graduated from St. Thomas 
Military Academy in 1915. He entered the University of 
Minnesota as a pre-medical student in 1915 and received 
the degree of Bachelor of Science in 1920. His course 
was interrupted temporarily in 1918 while he served in 
the United States Army in World War I. He received 
the degree of Bachelor of Medicine in 1922 and was 
licensed to practice in the State of Minnesota at that 
time. He served an eighteen-month internship at Ancker 
Hospital in Saint Paul, completing it in 1923, at which 
time he received the degree of Doctor of Medicine from 
the University of Minnesota. 

He married Catherine Belle Leahy, March 1, 1924, and 
was the father of two children: a son, Harold James, 
and a daughter, Mary, now Mrs. Louis Pabst. 

Dr. Prendergast practiced in Brainerd, Minnesota, from 
1923 to 1925, at which time he returned to Saint Paul 
where he practiced medicine and surgery until he re- 
tired, May 31, 1950. He was Chief Civil Service Medical 
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IN MEMORIAM 


Examiner for the City of Saint Paul, and a member of 
the Staffs of St. Joseph, Ancker and Children’s Hospitals. 
He was a member of the Ramsey County Medical Socie- 
ty, Minnesota State Medical Association, American Med- 
ical Association, Medical Club of Saint Paul, Catholic 
Order of Foresters, and American Legion Post No. 8. 

Dr. Prendergast was an exemplary Catholic, and was 
beloved by his patients, associates and a host of friends. 
He never spared himself in attending to his professional 
duties. His great devotion to young people was one of 
his outstanding characteristics which made his home a 
rendezvous for his children’s friends. His passing will 
be mourned sincerely by his family, friends and medical 
contemporaries. 


Joun M. Cuttican, M.D. 


WILLIAM L. PALMER 

Dr. William L. Palmer, a former resident of Albert 
Lea, Minnesota, died March 8, 1952, at the Naeve hos- 
pital in Albert Lea. j 

He was born in Freeborn County, September 22, 1867, 
and spent his early boyhood at Glenville. He obtained his 
M.D. degree at Rush Medical College in 1896 and prac- 
ticed at Glenville for ten years before moving to Albert 
Lea. 

Dr. Palmer was married June 17, 1895, to Ida May 
Trow. With his son, Dr. C. Foster Palmer, and others, 
he established a surgical and medical clinic in Albert Lea 
in 1940. He was a member of the Freeborn County Med- 


a Ce sek adi cp mem ores 


reer wtp 


ical Society, the Minnesota State Medical Association and 
the American Medical Association. 

Dr. Palmer was an example of what determination and 
ability can accomplish. At the age of five he lost his 
father, when fifteen he lost an older brother, and from 
then on became the chief support of his mother. He 
taught school and engaged in the milling business in 
Wisconsin in order to provide funds for the study of 
medicine. He attained his ambition to render medical 
service to his fellow men. 


NORMAN MARSHALL SMITH 


Dr. Norman M. Smith of Minneapolis died. February 
22, 1952, at the age of seventy-six. 

Dr. Smith was born in Monticello, lowa, September 
22, 1875. He received his M.D. degree at Hahnemann 
Medical College, Chicago, in 1902. He took postgraduate 
work at the Lying-In Hospital, New York, in 1926. 

He was a member of the Hennepin County Medical 
Society, the Minnesota State Medical Association and the 
American Medical Association, the Minnesota Patholog- 
ical Society, the National Gastro Enterological Associa- 
tion, the Mississippi Valley Medical Association and the 
McDonough Society for Medical Research. 

Dr. Smith had been medical director for the Minne- 
apolis Aquatennial. He was a member of Plymouth Con- 
gregational Church and of the Masonic Lodge and the 
Minnekahda Club. 

He is survived by his wife; a daughter, Mrs. Eleanor 
Meagher, Minneapolis; a brother, and two sisters. 
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One supply source for physicians, hospitals, laboratories 


In establishing this new store, the A. S. Aloe Company was governed 
solely by one aim: that of bringing faster, better service to physi- 
cians, hospitals and laboratories in this area. Here you will find 
functional displays designed to eliminate confusion in making your 
selections. Visit us to see new equipment; call us for prompt emer- 
gency service. Free parking is provided adjacent to building. Tele- 
phone: LIncoln 7601. 


Ge Se alee COMPGMY OF MINNESOTA ¢ 927 Portland Ave. ¢ Minneapolis 4, Minn. 
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Dr. E. M. Hammes, Sr., of Saint Paul, chairman of 
the Medical Testimony Committee of the Minnesota 
State Medical Association, gave an address in St. Louis, 
Missouri, on March 29, on the subjects “The Medical 
Expert Witness” and “The Minnesota Plan for the Con- 
trol of Medical Testimony.” The address was given upon 
invitation of the Missouri Society of Pathologists in 
co-operation with the Missouri State Medical Association 
and the legal profession. 

* * * 


Dr. Thomas J. Kenyon, formerly associated with 
Dr. John Lepak, has opened a new office for the prac- 
tice of internal medicine at 223 Lowry Medical Arts 
Building, Saint Paul. 

. + * 

Nine phases of the treatment of cerebral palsy 
were discussed at the third symposium conducted by 
the Research Council of United Cerebral Palsy on 
March 28 at Cleveland. General: theme of the sym- 
posium was “Appraisal of Current Methods of Treat- 
ment of Cerebral Palsy.” 

Among the physicians who appeared on the pro- 
gram of the symposium was Dr. John F. Pohl, Min- 
neapolis, who spoke on “Function of Ancillary Serv- 
ices in the Treatment of Cerebral Palsy.” Dr. Pohl 
is the author of Cerebral Palsy, a textbook on the 
diagnosis and treatment of the condition. 

* * * 


Dr. F. L. Bregel resumed his medical practice at 
St. James late in February after having served as a 
staff physician at the St. Peter State Hospital for the 
preceding six months. 

oa 

Dr. William H. Card, Minneapolis, has moved into 
new quarters at 1641 Medical Arts Building. His 
practice is limited to urology. 

* * * 


Among Minnesota physicians attending the annual 
clinical conference of the Chicago Medical Society 
during the first week of March was Dr. Walter E. 
Hinz of Willmar. 

* * * 


Dr. O. L. N. Nelson, Minneapolis, spoke on the 
“Menace of the Medicine Chest” at a meeting of the 
Commonwealth Club in Minneapolis on March 7. 


* * * 


On March 2, Dr. B. T. Bottolfson, Moorhead, cele- 
brated the thirty-fifth anniversary of his start in the 
practice of medicine. A native of Moorhead, Dr. 
Bottolfson became a graduate of the University of 
Minnesota Medical School in 1916. After interning at 
Minneapolis General Hospital, he began practice at 
Kindred, North Dakota, on March 2, 1917. He re- 
turned to Moorhead following a period of service in 
the Army during World War I and has since prac- 
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ticed there. He specializes in ophthalmology and 
otolaryngology. 
* * * 

Dr. L. M. Evans and Dr. R. J. Cesnik have moved 
into new offices at Sauk Rapids. Their new location 
provides considerably more office space than their 
former quarters. 

ees 

After attending a graduate medical assembly in 
New Orleans early in March, Dr. and Mrs. Hobert 
J. Setzer, Saint Paul, were among a group who flew 
to Mexico for a tour of the country and its medical 
clinics. They returned by plane to the United States 
on March 29. ; 

* * * 

Dr. C. M. Adkins, Thief River Falls, one of the 
oldest active practicing physicians in Minnesota, 
celebrated his eightieth birthday anniversary on 
February 23. Dr. Adkins has practiced at Thief River 
Falls and nearby Grygla since 1912. He still main- 
tains regular office hours at Thief River Falls and 
drives to Grygla for consultations one day each week. 

oe @ 

Three fellows in the Mayo Foundation, studying at 
Rochester, received master’s degrees at commence- 
ment exercises at the University of Minnesota on 
March 20. Dr. William J. Block, Jr., and Dr. Hugh 
H. Hanson received M.S. degrees in medicine, while 
Dr. K. J. Monsour received a M.S. degree in psy- 
chiatry. 

* * * 

During the first half of March Dr. John Eiler, 
Park Rapids, first spent a week in Chicago, taking 
a course in surgery at the Cook County Hospital, 
followed by a week at New Orleans, where he 
attended a postgraduate medical assembly. 

* * x 

Dr. C. S. Youngstrom, formerly of Vinton, Iowa, 
has joined the staff of the East Range Clinics, 
Eveleth. A graduate of the University of Nebraska. 
he specializes in urology. 

* * * 

Dr. Gordon R. Kamman, Saint Paul, spoke on 
“Psychotherapy in Psychosomatic Medicine” at a 
meeting of the Park Region Medical Society at 
Fergus Falls on February 29. 

* * * 

It was announced on March 14 that Dr. E. W. 
Lippmann, Hutchinson, had resigned as a member of 
the city recreation board. He told the city council 
that he was forced to relinquish the position because 
of the press of professional affairs. 

* * * 

Dr. Robert L. Parker, Rochester, was a speaker at 
the Saint Paul Medical Forum on March 5. His topic 
was “Cardiac Disease of Unusual Etiology.” 


(Continued on Page 368) 
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TAKE TIME, DURING THE CONVENTION, TO INVESTIGATE THE 


TAX-EXEMPT INCOME FEATURE 


of Municipal Bonds. Our representatives will be glad to visit with you about this 
and other phases of municipal securities. 


JURAN & MOODY 


MUNICIPAL SECURITIES EXCLUSIVELY 
TELEPHONES GROUND FLOOR 
St. Paul: Cedar 8407 Minnesota Mutual Life Bldg. 
Minneapolis: Nestor 6886 St. Paul 1, Minnesota 
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Space Available! 


It is not too late 
to get to Europe 


it you act NOW 


Personally escorted tours to any 
and all congresses. 


(deductible from income tax) 


$1180 and up all expense 


Call or write TODAY 


WORLD TRAVEL SERVICE INC. 


Member American Society of Travel Agents, Inc. 


137 So. 7th St., Minneapolis LI. 5667 














AT YOUR CONVENIENCE, 
DOCTOR... 


you are cordially invited to visit our new 
and modern prescription pharmacy located on 
the street floor of the Foshay Tower, 100 South 
Ninth Street. 


With our expanded facilities we will be able 
to increase and extend the service we have 
been privileged to perform for the medical pro- 
fession over the past years. 





Exclusive Prescription Pharmacy 





Biologicals Pharmaceuticals Dressings 
Surgical Instruments Rubber Sundries 


JOSEPH E. DAHL CO. 


(Two Locations) 
100 South Ninth Street, LaSalle Medical Bldg. 
ATlantic 5445 Minneapolis 
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Dr. C. A. Anderson, Hector, attended the General 
Practitioners National Convention at Atlantic City, 
New Jersey, during March. He was away from 
Hector for about three weeks, and during his ab- 
sence all emergency cases in his practice were taken 
care of by Dr. H. P. Hinderaker of Bird Island. 

“_ 

Dr. James Troghele, formerly of Corte Madera, 
California, has joined the medical staff of the Hast- 
ings State Hospital. 

* + 

Dr. Leonard F. Peltier, University of Minnesota 
Medical School, is one of twenty-one young scientists 
recently named as the fifth group of Scholars in 
Medical Science by the John and Mary R. Markle 
Foundation. With the appointment goes a grant of 
$30,000 for support of each scholar and his research 
—$6,000 annually for- five years, paid directly to his 
medical school. Dr. Peltier is a clinical instructor 
and senior resident at the University of Minnesota 
Medical School, and his special fields of interest are 
orthopedic surgery and surgical pathology. 

* * * 

Dr. James T. Priestley, Rochester, was elected 
president of the ‘Central Surgical Association at the 
ninth annual assembly of the association at Toronto, 
Canada, on March 8. He had served as secretary of 
the organization for the past three years. 

ee@s 

Dr. L. H. Flancher, superintendent of Sunnyrest 
Sanatorium, Crookston, was the principal speaker at 
a meeting of the Crookston Exchange Club on March 
4. He urged all residents of Crookston to participate 
in the Polk County chest x-ray survey, conducted 
during February and March. 

* * * 

Dr. John Stam, Worthington, attended the semi- 
annual meeting of the Northwest Pediatrics Associa- 
tion at Saint Paul on March 7. 

x * * 

Two new physicians have joined the staff of the 
Bratrud Clinic at Thief River Falls. They are Dr. 
Forrest A. Rowell, formerly of Hastings-on-Hudson, 
New York, and Dr. Harold D. Kletschka, formerly 
of Brainerd. 

Dr. Rowell, a graduate of Tufts College Medical 
School, after completing his internship served in 
the Army from 1940 to 1945. Following the war he 
took postgraduate work in obstetrics before begin- 
ning practice at Hastings-on-Hudson and Yonkers, 
New York, where he was on the obstetrical staff of 
Yonkers General Hospital and St. John’s Hospital. 

Dr. Kletschka, a graduate of the University of 
Minnesota Medical School, served his internship and 
took a year of surgical training at Kings County 
Hospital, New York. He then spent two years study- 
ing general and thoracic surgery at the University of 
Michigan Hospital, Ann Arbor. 

* * * 

At a meeting of the Rochester Chapter of the 

Izaak Walton League on March 11, Dr. M. C. Pet- 
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OF GENERAL INTEREST 


ersen, of the Rochester State Hospital, described the 
progress of the Minnesota mental health program 
during the past 100 years. 

* * * 

“Your Child and His Mental Health” was the topic 
discussed by a panel at a Parent-Teacher Association 
meeting in Winona on March 17. Among the partic- 
ipants in the panel was Dr. C. W. Rogers, Winona. 

ok * * 

Among those appearing on the program of an 
Olmsted County Farm and Home Safety meeting at 
Rochester on March 11 was Dr. H. Herman Young, 
Rochester, who gave an illustrated talk on farm and 
home accidents and their prevention. 

a ok * 

The late Dr. M. W. Kemp, formerly of Moose 
Lake, is to be honored by the Cragmont Hospital at 
North Madison, Indiana, where he was superinten- 
dent for four years. A new employes’ building there 
will be named in his honor, and an oil portrait of 
him will be hung in the lobby. Dr. Kemp was the 
first superintendent of the Moose Lake State Hos- 
pital and served there from 1938 to 1946. 

ok * * 

Dr. George R. Smith, Hutchinson, spoke on cardio- 
vascular diseases at a meeting of the Kiwanis Club 
in Hutchinson on February 19. 

* a oa 

A total of 1,507 persons enrolled in the Becker 
County Flood Bank during its initial membership 
campaign in February, it has been announced by 
Dr. C. W. Moberg, Detroit Lakes, chairman of the 


campaign. The blood bank is a type of insurance 
program that costs nothing to join. By promising 
to donate a pint of his blood when called, a member 
secures protection for himself and any member of 
his family in case of critical illness. It is believed 
that the Becker County membership is large enough 
so that no member will be called upon to donate 
blood more often than once every three years. 
* * * 

It was announced on March 12 that applications 
would again be accepted from men who wished to 
be examined for evidence of cancer at the University 
of Minnesota Cancer Detection Center. Dr. Thomas 
B. Hubbard, acting director of the center, said that 
the list of men applicants had been exhausted. 

Applicants must be Minnesota residents over forty- 
five years of age and apparently in good health with 
no obvious symptoms of cancer. Applicants must 
write to the center for appointments; none will be 
made by telephone. An examination fee of $25 is 
charged those who can afford to pay. 

* € » 

Among the speakers at a meeting of the Parent- 
‘Teacher Association at Lincoln School in Austin on 
March 11 was Dr. Paul C. Leck, Austin, who dis- 
cussed the month’s PTA theme: “We Will Help 
You To Grow in Health.” 

ok aK * 

Dr. William Chalgren, Mankato, was the principal 
speaker at a meeting of the YWCA Young Mothers 
Club in Mankato on March 13. He spoke on the 
topic, “In Defense of Mothers.” 








The Birches Sanitarium, Ine. 


2391 Woodland Avenue 
Duluth 3, Minnesota 


A hospital for the care and treatment of 
Nervous and Mental disorders. 
ful environment. 
Recreational and occupational therapy. 


Quiet, cheer- 
Specially trained personnel. 


Dr. L. R. Gowan, M.D., M.S., Medical Director 
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OMEWOOD HOSPITAL is one of the 

Northwest's outstanding hospitals for the 
treatment of Nervous Disorders—equipped 
with all the essentials for rendering high-grade 
service to patient and physician. 


Operated in Connection with 
Glenwood Hills Hospitals 


HOMEWOOD HOSPITAL 


Corner Penn and Plymouth Avenues North 
Minneapolis Minnesota 
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For Bifocals and Trifocals 
that meet exacting require- 
ments . . . For the best 
special purpose lens for con- 
trolled optical centers .. . 
For vocational and other 
needs where a large seg is 
required ... 


specify: 


cen-Ccor 


cen-cor 
iy) multifocals 


@ Controlled Resultant Centers 
@ Regular and High Segments 
The Cen-Cor is but one of a com- 


plete line of multifocal lenses avail- 
able at Benson’s. 


Cen-Cor 


Laboratories in Minneapolis and 


Principal Cities of Upper Midwest SINCE 1913 














COMPLETE 
Saboutow Sowice 


Deep X-Ray Therapy 
Roentgen Diagnosis 
Radium Treatment 
Radium Rentals 
Clinical Biochemistry 
Clinical Pathology 
Tissue Examination 
Clinical Bacteriology 
Interpretation of YOUR E.K.G. records 


Toxicological Examinations 


MURPHY LABORATORIES 


—Est. 1919 
Minneapolis: 612 Wesley Temple Bldg., At. 4786 
St. Paul: 348 Hamm Bldg., Ce. 7125 
If no answer call: 222 Exeter Pl., Ne. 1291 








A mental health workshop for nurses was con- 
ducted at St. Gabriel’s Hospital, Little Falls. on 
March 20 and 21. Among the faculty members for 
the course, who presented discussions of various 
problems in mental health, was Dr. Alexander Wat- 
son, Little Falls, health officer of District 8, Minne- 
sota Department of Health. 

* * * 

As an inducement to persuade additional physi- 
cians to move to Mabel, a local druggist has an- 
nounced plans for the construction of a clinic build- 
ing there. It is expected that construction work on 
the one-story structure, with facilities for two physi- 
cians, will start this spring. The clinic will be 
equipped through donations from local groups, with 
ownership of the equipment retained by the Mabel 
Hospital Association. 

Physicians interested in moving to Mabel would 
be able to rent the building’s office space and have 
use of the equipment. At the present, Mabel has onl 
one physician, Dr. Justin Lannin, who has practiced 
there for thirty-eight years. 

* * * 

A Mayo Memorial, in honor of the famous sur- 
geons and their father, is being constructed at Roch- 
ester near the Mayo Civic Auditorium. The outdoor 
memorial, which will include statues of Dr. Charles 
H. Mayo, Dr. William J. Mayo and Dr. W. W. Mayo, 
is intended to serve as a perpetual shrine to the 
memory of the three great physicians. Plans call for 
dedication of the memorial on September 27. 

* * * 

“Emotions of Children” was the title of a talk 
given by Dr. David A. Sher, Virginia, at a Parent- 
Teacher Association meeting at Eveleth on Febru- 
ary 21. 

x * * 

Dr. and Mrs. C. L. Sheedy, Austin, sailed from 
New York on March 14 for a tour of Europe. Plans 
call for their return to the United States early in 
May. 

*x* * 

Dr. Ali Gharib, of Iran, a Mayo Foundation fellow 
in anesthesiology, was the principal speaker at a 
meeting at the Recent Grads Division of the Ameri- 
ca Association of University Women in Rochester 
on March 3. He described the living conditions and 
customs of Iran. Dr. Gharib expects to return to 
Iran after he completes his three-year fellowship 
with the Mayo Foundation. 


HOSPITAL NEWS 


The new Winnebago Hospital is expected to open 
its doors sometime during April, it was announced 
late in February. All of the nine patient-rooms in 
the eighteen-bed hospital have been completely fur- 
nished as memorials or gifts from families or organi- 
zations. 

* * ok 

Abbott Hospital, Minneapolis, observed its fiftieth 
anniversary-on March 5. Open house was held at 
the hospital on the afternoon of that day. 
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When the hospital was founded in 1902 by Dr. 
Amos W. Abbott, it was housed in a three-story 
apartment building and had facilities for fifteen 
patients. Today Abbott Hospital has 152 beds and 
24 bassinets. 

Dr. Abbott, who first began practice in Minne- 
apolis in 1877, died in 1927 after having contributed 
much to advance medical facilities in the city. 

* ok ok 

Financial operating problems of the Winona Gen- 
eral Hospital were discussed at a meeting of the 
Winona Exchange Club on March 11. Principal 
speaker at the meeting was Mrs. Sara Goyanes, 
member of the hospital’s Service and Information 
Committee. Also participating was Dr. Paul Heise, 
pathologist and chief of the medical staff of the 
hospital. 

Among points emphasized in the discussion were 
(1) the average daily house count at the hospital has 
dropped from 81 in 1946 to 55 in 1951; (2) the aver- 
age length of stay per patient has dropped from 12 
days in 1946 to 7.3 days in 1951; (3) costs have risen 
sharply. It was pointed out that “if everybody in 
the hospital last year had stayed there one more 
day, the hospital would have been in the black.” As 
it is, it Was stated, the hospital is losing $2.30 for 
every adult patient day. 








Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technic, two 
weeks, starting April 14, April 28, May 12. 

Surgical Technic, Surgical Anatomy and Clinical 

ania four weeks, starting June 2, September 


— - Anatomy and Clinical Surgery, two weeks, 
starting June 16, September 22. 
Surgery of Colon and Rectum, one week, starting 
April 7, May 12. 
Personal Course in General Surgery, two weeks, 
starting April 14 
Gallbladder Surgery, ten hours, starting April 21. 
Basic Principles in General Surgery, two weeks, 
starting September 8. 
General Surgery, one week, starting May 12. 
Breast and Thyroid Surgery, one week, starting 
June 23. 
Esophageal Surgery, one week, starting June 23. 
Thoracic Surgery, one week, starting June 2. 
Fractures and Traumatic Surgery, two weeks, 
starting June 16. 
GYNECOLOGY—lIntensive Course, two weeks, starting 
April 21, June 16. 
a Approach to Pelvic Surgery, one week, 
ting May 5, June 9. 
OBSTETRICS——Intensive Course, two weeks, starting 
pril 7, June 2. 
PEDIATRICS—Intensive Course, two weeks, starting 
ril 7. 
Informal Clinical Course every two weeks. 
Cerebral Palsy, two weeks, starting July 7. 
MEDICINE—Intensive General Course, two weeks, 
startin 
ean Bn. Ry and Heart Disease, two weeks, 
Starting July 14. 
Gastroenterology, two weeks, starting May 19. 
Hematology, one week, starting June 16. 
Gastrescopy and Gastroenterology, one week Ad- 
vanced Course, June 23. 
UROLOGY—Intensive Course, two weeks, starting 
April 28. 

Ten Day eu“ Course in Cystoscopy starting 
May 12, May 
DERMATOLOGY — Intensive 
starting May 5. 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 707 South Wood Street 
Chicago 12, Illinois 


Course, two weeks, 








Dispensing Opticians 


@ Your Prescriptions accurately filled 
® Latest styles 


@ Courteous and prompt service 


Cc. G. (Jerry) SWENDSEEN 
THOMAS I. SWENDSEEN 


91 So. 9th St. FI. 3084 
Across from Medical Arts and Doctors Building 


Minneapolis, Minnesota 








ACCIDENT + HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 


PHYSICIANS 
SURGEONS 
COME FROM DENTISTS 





$5,000.00 accidental death 
$25.00 weekly indemnity, accident 
and sickness 
$10,000.00 accidental death 
$50.00 weekly indemnity, accident 
and sickness 
$15,000.00 accidental death 
$75.00 weekly indemnity, accident 
and sickness 
$20,000.00 accidental death 
$1U0.00 weekly indemnity, accident 
and sickness 
Cost has never exceeded amounts shown. 
ALSO HOSPITAL POLICIES FOR re! 
WIVES AND CHILDREN AT SMAL 
ADDITIONAL COST 


Quarterly 


Quarterly 


Quarterly 
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85c out of each $1.00 gross income used for 
members’ benefits 
$4,000,000.00 $18,300,000.00 


INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for 
protection of our members 

Disability need not be incurred in line of duty— 

benefits from the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
50 years under the same management 

400 First National Bank Bldg., Omaha 2, Nebr. 
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THE VOCATIONAL HOSPITAL 
TRAINS PRACTICAL NURSES 


Nine months Residence course, Registered Nurses and 





Dietitian as Teachers and Supervisors. Certificate from 
Miller Vocational High School. VOCATIONAL NURSES 
always in demand. 


EXCELLENT CARE TO CONVALESCENT AND 


Rates Reasonable. Patients under the care of their own physicians, 
who direct the treatment. 


5511 Lyndale Ave. So. 


CHRONIC PATIENTS 


LO. 0773 Minneapolis, Minn. 








Dedication ceremonies for the new $1,229,000 re- 
ceiving building at the Anoka State Hospital were 
held on March 8. Governor C. Elmer Anderson gave 
the dedication speech. Conducted tours of the entire 
hospital were available to the public on March 8 
and 9. 

The new addition will house sixty patients—thirty 
women and thirty men—who will be new admit- 
tances. It is hoped that after diagnosis and intensive 
treatment, facilities for which are contained in the 
new building, most of the patients will require hos- 
pitalization for only a brief time before being re- 
turned to their own communities as useful citizens. 

* * * 

Open house was held at the new Community Hos- 
pital at Gaylord on March 15 and 16. Guided tours 
for visitors were conducted on both days. 

The one-story, $225,000 structure contains twenty- 
two beds and a nursery. It is designed so that an 
additional wing can be added if necessary in the 


future. i oe 


Dr. F. W. Behmler, of Morris, is the new president 
of the State Board of Health, succeeding Dr. Ruth E. 
Boynton of Minneapolis. Dr. T. H. Sweetser, Minne- 
apolis, is vice president of the Board. Dr. Behmler is a 
practicing physician who has always had a keen interest 
in public health. He has served as health officer in every 
town where he has practiced—Lafayette, Appleton, and 
Morris. He was appointed to the State Board of Health 
in 1940 and has been a member ever since. He was presi- 
dent of Minnesota Public Health Conference in 1950. 





UNUSUAL LENS GRINDING | 


CATARACT, 
¢ MYO-THIN 


\~ and other difficult 
and complicated 
lenses are ground to 
extreme thinness and 
accuracy by our 
expert workmen. 
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MINNESOTA BLUE CROSS-BLUE SHIELD PLANS 


At a meeting-of representatives of most of the Blue 
Shield plans in the United States, held in Chicago on 
February 28 and 29, methods of improving both public 
and physician relationship was the sole subject of dis- 
cussion. Not only was it emphasized that the co-opera- 
tion and support of the medical profession are vitally 
necessary for the continuing success of both Blue Cross 
and Blue Shield, but the value of physicians in selling 
hoth plans to subscribers and the public in general was 
stressed. 


While the principles and purposes of both of these 
prepayment, non-profit plans are clearly understood by 
members of the medical profession, the public often 
reveals evidence of such fallacious thinking as expect- 
ing manifold returns on a relatively small investment. 
This attitude has been apparent over widespread areas 
as revealed in both correspondence and telephone in- 
quiries. When time can be spent either by direct contact 
or by letter, clearly outlining the limitations of the Blue 
Shield contract, it is usually evident that the subscriber 
is satisfied. 


Perhaps the most disturbing factor to the contract 
holder is the idea that he has a just medical claim, which 
fails to meet the contract requirements and is therefore 
ruled ineligible. The first reaction—either of anger or 
dissatisfaction—can usually be dispelled by painstaking 
explanation of the relevant sections of the contract and 
also explanation of the self-evident fact that an all- 
inclusive medical care contract would of necessity be so 
expensive as to defeat its own purpose. It becomes clear 
then that much of the public’s criticism of Blue Shield 
stems not from the failure of the Blue Shield office to 
administer the contract properly, but rather from im- 
proper or inadequate understanding of the subscriber's 
investment, his Blue Shield contract. It is here that a 
few well chosen remarks by the doctor would help 
materially. 


During February, 1952, Minnesota Blue Shield pro- 
cessed claims totalling slightly more than $310,000, the 
highest figure ever reached in Minnesota Blue Shield’s 
four years of existence. Obviously with the increasing 
payment of claims, the public is likewise becoming in- 
creasingly aware of the value of its investment. This 
awareness becomes apparent in the increasing numbet 
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of thank-you letters received from subscribers for whom 
daims have been paid. 

Recently, in an increasing number of claims, delayed 
processing and payment has resulted from receipt from 
the physician of only the original Medical Service Re- 
port. This delay can be avoided if both the original and 
one duplicate copy of the form is forwarded to the Blue 
Shield claims department. The triplicate or third copy 
only should be retained in the doctor’s office. 

During the year 1951, participation in the Minnesota 
Blue Shield Plan increased from 411,733 participant sub- 
scribers as of December 31, 1950, to 524,257 as of De- 
cember 31, 1951. 

Enrollment activity during the year 1951 resulted in 
76,035 net additions to the number of Blue Shield con- 
tracts. The number of participating subscribers gained 
through these additions totaled 204,029 persons. Non- 
group enrollment campaigns carried on during 1951 re- 
sulted in the acquisition of 6,423 non-group contracts 
representing approximately 14,500 participant subscribers. 

During the year 1951, Minnesota Medical Service, Inc., 
assumed the liability of $3,095,212.99 for 87,771 medical- 
surgical claims incurred by Blue Shield subscribers. 
These claims represented 490 claims per thousand con- 
tract years protected, an increase over 1950 of 59 claims 
per year per thousand contracts protected. Medical- 
surgical costs incurred during 1951 represented $17.26 
per contract year protected compared with $16.54 dur- 
ing 1950. 

Blue Shield participating doctors submitted 84,032 


claims, or 95.7 per cent of total claims incurred during 
the year 1951, compared with 95.9 per cent during 1950. 
The medical-surgical cost of participating doctors’ claims 
amounted to $2,934,410.02 or 94.8 per cent of the total 
medical-surgical costs incurred during 1951, compared 
with 94.9 per cent during 1950. 

The classification of Blue Shield claims incurred dur- 
ing 1951 by type of service rendered reveals that medical 
claims totaled 21,723 and represented 24.8 per cent of 
total claims incurred, compared with 18,218 medical 
claims representing 31.1 per cent of total claims incurred 
during 1950. 

Surgical claims during 1951 totaled 46,557 and repre- 
sented 53.0 per cent of total claims incurred, compared 
with 34,338 surgical claims representing 58.6 per cent of 
total claims incurred during 1950. Total cost of surgical 
care incurred during 1950 amounted to $1,855,492.34. 

During 1951, 87,771 Blue Sh‘eld claims were incurred 
or a total of 112,578 medical-surgical services were 
rendered to Minnesota Blue Shield subscribers. Of the 
total services thus incurred during 1951, 20.1 per cent 
represented medical care, 51.8 per cent surgical care, 9.6 
per cent obstetrical care, and 11.2 per cent other services 
such as assisting after care, endoscopy and x-ray. 


Blue Cross 


Minnesota Blue Cross contracts in effect as of Decem- 
ber 31, 1951, totaled 375,734 representing approximately 
1,020,354 participant subscribers. 
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OF GENERAL INTEREST 


During the year, 166,538 participant subscribers or 
approximately 163 per thousand protected received hos- 
pital care. $11,312,390 or 88.8 per cent of income re- 
ceived from subscribers was used for hospital care. 

Hospital care incurred during the year, 1951 includ- 
ing in-hospital bed patient and out-patient care, average 
5.4 days per case. 

The average length of hospital stay for single sub- 
scribers during 1951 was 7.1 days; for family partici- 
pant subscribers the average was 5.2 days per case. 

Maternity care totaling $2,279,907.62 representing 18.2 
per cent of the total subscriber benefits protected during 
the year was incurred by 25,885 participant subscribers. 

The upward trend in Blue Cross maternity incidence is 
the result of the record high in births reported in Minne- 
sota during the year, 1951. 


HENNEPIN COUNTY 
TUBERCULOSIS ASSOCIATION 


Dr. Esmond R. Long, director of the Henry Phipps 
Institute, Philadelphia, delivered the seventeenth annual 
John W. Bell Tuberculosis Lecture, April 7, at the 
regular monthly meeting of the Hennepin County Medi- 
cal Society at the North American Life and Casualty 
Building, Minneapolis. He was selected by a joint com- 
mittee representing the Hennepin County Medical So- 
ciety and the Hennepin County Tuberculosis Association. 

Dr. Long is director of medical research for the Na- 
tional Tuberculosis Association and is a former presi- 
dent of that organization. For eight years (1942-1950) 
he was consultant on tuberculosis to the Surgeon General 
of the U. S. Army. He served with the occupation 
forces in Germany and organized the program to restore 
tuberculosis control measures in the civilian population 
of the U. S. Zone. He is consultant on tuberculosis to 
the U. S. Veterans’ Administration, the U. S. Public 
Health Service, and the U. S. Indian Service. 

His distinguished career as an international leader in 
tuberculosis control includes thirty-five years of teach- 
ing and research on tuberculosis, early studies of the 
chemical composition and growth requirements of the 
tubercle bacillus, certain phases of the pathogenesis of 
tuberculosis, direction of the national program of tuber- 
culosis research and of the community health practice 
in tuberculosis at Henry Phipps Institute. 


Dr. Long had a twofold subject for his lecture. As 
director of Phipps Institute, he discussed “The Changing 
Problem of Tuberculosis in a City Clinic.” As research 
director of the National Tuberculosis Association, he gave 
a report (with slides) on results of use of isonicotinic 
acid hydrazide (INH), the new TB drug which has been 
recently publicized. 

Choice of Dr. Long carried forward the record of dis- 
tinction maintained by this lectureship since it was estab- 
lished in the Hennepin County Medical Society by the 
Tuberculosis Association in 1934. Outstanding leaders in 
tuberculosis work presented have included Dr. Gerald 
B. Webb, Dr. F. M. Pottenger, Dr. Leroy U. Gardner, 
Dr. David T. Smith, Dr. Herman E. Hilleboe, Dr. Wil- 
liam H. Feldman, Dr. Haven Emerson and Dr. Joseph 
D. Aronson. 

Members of the joint committee for the recent lec- 
ture were Dr: Russell H. Frost, Dr. H. E. Drill, Dr, 
Howard L. Horns and Dr. Asher A. White, represent- 
ing the Hennepin County Tuberculosis Association, and 
Dr. Thomas Lowry, Dr. W. R. Jones, Dr. C. E. Merkert 
and Dr. C. R. Wall, the medical society. 

Dr. W. R. Jones, president of the Hennepin County 
Medical Society, presided. Dr. Asher A. White, president 
of the Hennepin County Tuberculosis Association, intro- 
duced Dr. Long. 

Dinner was served as usual at 5:45 p.m. Dr. Long 
spoke at 7:30 p.m. 
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AR-EX MULTIBASE 


New Universal Ointment Vehicle Com- 
patible with ALL Topical Medicaments 


Prescribe ointments of cosmetic elegance — made with AR-EX Multi- 
base. Applies readily, even to hairy areas, rinses off with plain 
water. No screening action, making all medicaments availoble. 


1036 W. VAN BUREN ST. CHICAGO 7, ILL. 
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BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write re- 
views of any or every recent book which may be of 
interest to physicians. 

















BOOKS RECEIVED FOR REVIEW 


LIVING IN BALANCE. Frank S. Caprio, M.D. 246 
pages. Price $3.75, cloth. Washington, D. C.: The 
Arundel Press, 1951. 


HISTOPATHOLOGICAL TECHNIC. Including a 
Discussion of Botanical Microtechnic. Second Edition. 
Aram A. Krajiian, Sc.D., formerly in Department of 
Pathology, Los Angeles County General Hospital, Los 
Angeles, and R. B. H. Gradwhol, M.D., Pathologist to 
Christian Hospital; Director Gradwohl School of 
Laboratory and X- Ray Technique, St. To Missouri. 
362 pages. Illus. Price $6.75, cloth. St. Louis: C. V. 
Mosby Co., 1952. 


HIPPOCRATES ON INTERCOURSE AND PREG- 
NANCY. An English Translation of “On Semen and 
on the Development of the Child” by Tage U. H. El- 
linger, Sc.D., M.A., with an Introduction by Alan F. 
Guttmacher, M.D. 128 pages. Price $2.50, cloth. New 
York: Henry Schuman, Inc., 1952. 


FUNDAMENTALS OF PSYCHIATRY. Fifth Edi- 
tion. Edward A. Strecker, M.D., Sc.D., LL.D., Litt. 
D., F.A.C.P. Professor of Psychiatry and Chairman 
of the Department, Undergraduate and Graduate 
Schools of Medicine, University of Pennsylvania; Phy- 
chiatrist to the Pennsylvania, Philadelphia and German- 
town Hospitals; Consultant to the Surgeons General, 
U. S. Army and U. S. Navy, and formerly Consultant 
for the Secretary of War to the U.S.A.A.F.; Senior 
Consultant in Psychiatry, Veterans Administration; 
Consultant in Mental Hygiene, USPHS; Chairman, 
Committee on Psychiatry, National Research Council; 
Chairman, Committee on Psychiatry, American Na- 
tional Red Cross. 250 pages. Illus. Price $4.50, cloth. 
Philadelphia: J. B. Lippincott Co., 1952. 


PLASTIC SURGERY OF THE NOSE. By James 
Barrett Brown, M.D., Professor of Clinical Surgery, 
Washington University School of Medicine, St. Louis, 
Mo.; Chief Consultant in Plastic Surgery, U. S. Vet- 
erans Administration, Wash., D. C.; formerly Senior 
Consultant in Plastic Surgery, U. S. Army and in 
E. T. O., and Chief of Plastic Surgery, Valley Forge 
General Hospital, and Frank McDowell, M.D., Assist- 
ant Professor of Clinical Surgery, Washington Uni- 
versity School of Medicine, St. Louis, Mo. Price 
_ 427 Pages. Illus. St. Louis, C. V. Mosby 
0., 1951. 


This book is unquestionably the finest publication yet 
to appear dealing with plastic and reconstructive surg- 





BOOK REVIEWS 


ery of the nose. The authors’ eminence and vast experi- 
ence in the field of plastic surgery is well known to all 
surgeons and is attested to by the excellence of the 
presentation of the material in this book. Not only 
is the work profusely illustrated with preoperative 
and postoperative photographs, but it contains many 
fine drawings by Miss Gertrude Hance depicting the 
surgical anatomy of the nose and the various maneuvers 
employed in the different operations. These plates are 
well integrated with the text, making it quite simple 
to understand the technical principles of the operations. 


The authors first discuss the psychological considera- 
tions in plastic surgery of the nose and follow this by 
an evaluation of the reasons for operation. They then 
discuss the contour of the nose, normal and abnormal, 
telling what structural variations are responsible for 
the different nose shapes and what can be expected 
from repair. The section on the surgical anatomy of 
the nose with its discussions of the angles of the pro- 
file is unusually well done. Here the drawings of Miss 
Hance act as a powerful supplement to the text. 


Next, 
and designing of the operation. 


there is a section dealing with the planning 
The part played by 
skin, by bone and by cartilage in the reconstruction is 
well explained. There is detailed discussion of the con- 
struction of plaster face casts, their use in the study 
of the deformity and in planning the operation. The 
use of photographs and measurements is discussed at 
length. 


The section on operative techniques is unusually clear 
and is well illustrated with drawings and preoperative 
and postoperative photographs. 
ous techniques, the consequences of faulty techniques 
are explained so clearly that the author makes what 


The reasons for vari- 


is difficult seem very simple. 

There is no slighting of the section on postoperative 
care, for the importance of this part of the treatment 
is emphasized. Finally, the authors round out the 
book with sections on the treatment of fractures of 
the nose, secondary repairs of nasal deformities con- 
sequent to cleft lips, and major reconstructive proced- 
ures necessitated by partial or total loss of the nose 


from various causes. 


It is not possible in a book review such as this to 
describe adequately all sections of this book; however, 
it can be said that this work is an important part of the 
library of any person doing nasal plastic surgery. 


FrepertcK M. Owens, Jr., M.D. 
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Est. 1919 
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(Owned and Directed by a Physician- 
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Harold Swanberg, B.S., M.D., Director 


W.C.U. Bldg. Quincy, Illinois 
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0 Our 3 “Twin Cities” offices have list- 
ings of general practitioners. 


0 Try to let us know, soon, if you antici- 
pate taking in a partner or associate. 


0 Then we can arrange personal inter- 
views with qualified applicants during 
your stay at the medical convention. 


BOOTH 97—STATE MEDICAL CONVENTION 
May 26, 27, 28 


Visit or Write—MEDICAL PLACEMENT REGISTRY—Olive 
Hill Kohner, Director. 716 Medical Arts Bldg., Minne- 


apolis—Geneva 7839. After hours. Mpls. Campus 
Ofc e—629 S. E. W gt 9223 


OTHER OFFICES: 
Kahler Hotel—llth Floor, Rochester, Minn. 
480 Lowry Medical Arts Bldg., St. Paul, Minn. 











MINNESOTA ACADEMY OF MEDICINE 
(Continued from Page 357) 


Hennepin County Medical Society. Dr. Corbett was also 
a member of the surgical staffs of Minneapolis General, 
Asbury, St. Mary’s, Swedish, and Abbott Hospitals, 
His fraternities were Beta Theta Pi and Nu Sigma Nu, 
He was also a member of Sigma Psi. 

Dr. Corbett’s world-renowned collection of agates has 
been placed in the museum at Carleton College. His 
gun collection was given to the University of Michigan. 

To within a few years of the end, Frank Corbett was 
a good and faithful servant to the University, the pro- 
fession, and mankind. Many of us, who were his former 
students, shall miss him. 

O. S. Wyatt, M.D. 


The following were | lected as officers for the year 
1952: 


President 
Vice President 
Secretary-Treasurer. . 


Dr. O. H. Wangensteen, U. of M. 

Dr. E. A. Regnier, Minneapolis 
.Dr. Wallace P. Ritchie, re-elected 

The President announced that Dr. Donald Balfour had 
requested that his name be placed on the Honorary 
Membership list, and the Executive Committee had 
approved this transfer. It was moved and _ seconded 
that this transfer be made. Motion was carried. 

The scientific program followed. 

Dr. Lewts THoMAs, University of Minnesota, by in- 
vitation, gave the paper of the evening, entitled “The 
Effect of Cortisone and ACTH on Infection.” Lantern 
slides were shown. 

The meeting was adjourned. 

Wattace P. Ritcuie, M.D., Secretary 





From the standpoint of control, the most important 
characteristic of tuberculosis is the fact that it is com- 
municable. In other communicable diseases like diph- 
theria, for example, for which we have dependable meth- 
ods of immunization and effective therapeutic agents, the 
problem is entirely different and much more suscepti- 
ble to control efforts. In tuberculosis, however, this is 
not the case, and the only sure way of checking its 
spread from one person to another is by finding and 
isolating the disease until it is no longer a danger to 
others.—Rosert J. ANpEerson, M.D., Medical Papers of 
the Annual Meeting of the Canadian Tuberculosis As- 
sociation, May, 1951. 
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